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We are so accustomed to think of tetany 
as being a condition associated with in- 
fancy, or superinduced by excessive al- 
kalosis, brought on in our efforts to com- 
bat acidosis that we are likely to overlook 
those very mild cases, in older children, or, 
in those border-line cases to consider a 
case of tetany as being an idiopathic ex- 
ample of true tetanus, and treat it as such. 
For these reasons your attention will be 
largely directed to tetany in older children 
and young adults. 


Tetany, also known as_ intermittent 
tetanus, little tetanus or tetanilla is a mo- 
tor neurosis involving the spinal and bul- 
bar gray matter and the _ peripheral 
nerves; somewhat generally distributed 
and of metabolic origin. The convulsions 
are sudden in onset, occasioned often by 
trivial nervous shocks and may or may 
not be accompanied by sensory or consti- 
tutional disturbance. The spasm may have 
a duration of a few minutes or may last 
for days, or as in one of my own cases, 
was continuous in certain groups of mus- 
cles for months. Consciousness may be 
lost at the height of this convulsion, 
though this is not usually true. In young 
adult life this disease is relatively rare, 
though still common enough to be remem- 
bered and recognized, when seen. 


SYMPTOMS 


These are divided into those of the 
spasm and the interval between the 
spasms. 


The onset is usually sudden, but may 
be preceded by sensory phenomena, such 
as nausea, vertigo, headaches, and oc- 
casionally vomiting. There may be mark- 
ed depression and nervous irritability. 
The first symptoms noticed are a vague 
tingling in the extremities followed by 
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a tonic convulsion. The spasm is most 
marked in the upper extremities and the 
rigidity may be so severe as to make it im- 
possible to overcome the stiffness. The 
muscles of the face may be so involved as 
to produce a grimacing look. Occasionally 
the adductor muscles of the arms and legs 
are involved so that they are drawn to- 
gether. Taylor says the true pathognom- 
onic symptoms of tetany are spontaneous 
intermittent paroxysmal muscular con- 
tractions. The most common seat of these 
contractions is in the muscles of the fore- 
arm. The fingers being flexed at the me- 
tacarpophalangeal articulation. While the 
phalanges are extended, the thumb being 
strongly adducted. The wrist being flexed 
and the hand turned toward the ulnar side, 
producing the so-called writer’s hand. 


If the lower extremities are involved the 
thighs may be adducted, the legs either 
flexed or extended. The toes are likely to 
assume the position of talipes equinus. 


The spasm may affect the muscles of 
the back, abdomen, or diaphragm, and in- 
spiration be impeded so that cyanosis de- 
velops. Any group of muscles may be af- 
fected, and the symptoms present will be 
reflected by the group involved. From the 
marked over-tonicity muscular pain will 
be present in direct ratio to the degree of 
the tonicity. The spasm is symmetrical, 
though cases have been reported which 
were unilateral in the beginning. If there 
is a tendency to a unilateral involvement 
this rapidly becomes bilateral. 


Clonic spasms almost never occur. And 
the spasm begins in the periphery and be- 
comes generalized, rather than from with- 
in as occurs in tetanus. The masseter 
muscles are not early affected, and may 
not become involved at all. Nor is the re- 
flex excitability high. Fever may be pres- 
ent, arising from some associated condi- 
tion. During the interval, the patient is 
usually quite comfortable and the only re- 
maining evidence of the spasm is soreness 
and tenderness in the muscles, associated 
with a marked weakness. There may be 
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oedema, gradual in onset, affecting main- 
ly the dorsum of the hands and feet. 


Trousseau’s symptom when present is 
pathognomonic, though in my own cases 
has been hard to demonstrate. This symp- 
tom is the fact that during the quiescent 
period if the limb affected be grasped so 
that the large nerves and arteries, which 
lie along the under surface of the limbs 
be pressed upon, the characteristic cramp 
can be made to return. It may require con- 
siderable pressure over a period of time to 
elicit the sign, but it is considered quite 
valuable when it occurs. 

Chvostek’s sign is comparatively rare in 
children. It consists of an extraordinary 
susceptibility of the nerves in tetany to 
mechanical impression. For example, a 
blow with a percussion hammer over the 
facial nerve will produce a twitching of 
the angle of the mouth, or of all the mus- 
cles of the facial distribution. The third 
important sign of tetany is known as Erb’s 
sign. This is a greatly exaggerated elec- 
trical excitability of the nerves. Weak 
faradic or galvanic currents produce mus- 
cular contractions in excess of the normal! 
response. 

Sensory phenomena are few. There are 
no disturbances of cutaneous sensibility. 
Respiration is rarely affected unless due 
to a fixation of the respiratory muscles. 
The pulse is usually rapid and bounding 
in character during a paroxysm, but is 
little changed during the interval. The 
duration of an attack of tetany is quite 
variable, as well as is the interval between 
the attacks. In one of my cases a tonic 
contraction of the muscles of the foot last- 
ed about five weeks. 

DIAGNOSIS 

This is said to always be quite easy, due 
to the characteristic phenomena exhibited 
by the typical case of tetany. I have not 
always found this to be true in my own 
cases, which, perhaps, have not been 
typical ones. During an attack, the posi- 
tion of the arms and legs, particularly the 
position of the hands, the ease with which 
an attack may be provoked during an in- 
terval, and the ability to demonstrate 
Trousseau’s, Chvostek’s and Erb’s signs, 
even in the latent stage should make the 
diagnosis complete. The diseases to be ex- 
cluded are meningitis, polio-encephalitis, 
and tetanus. 

ETIOLOGY 

Tetany may be sporadic or it may be- 

come epidemic, it may be fairly prevalent 


for a while and then apparently dies away 
and not be seen in that locality for a long 
time. It occurs in both children and adults 
though it is most frequently in the very 
young. There is apparently no difference 
in its frequency, so far as sex is concern- 
ed, though it is much commoner among 
the poorly nourished, and those with un- 
stable nervous systems. It almost always 
follows upon depressing conditions, hence 
is a frequent sequela of the transmit- 
tible diseases where marked depletion of 
the nervous system has occurred. Disturb- 
ances of the parathyroid glands seem to 
play an active part in the production of 
many of these cases. A deranged calcium 
metabolism, associated with hypopara- 
thyroidism will be found present in the 
great majority of these cases. Just what 
this deranged calcium metabolism is has 
not been clearly worked out, though it is 
thought to be a definite deficiency in the 
circulatory blood. This however is not al- 
ways true, for in one of my own cases 
there was a slight definite increase in the 
blood calcium, vet the administration of 
calcium chloride intravenously was follow- 
ed by a marked systemtic reaction and a 
prompt recovery. 

Alkalosis is also a very potent factor in 
the production of tetany. This may occur 
as previously mentioned, while endeavor- 
ing to overcome a pre-existing acidosis or 
it may follow a prolonged attack of forced 
expiratory respiration, or prolonged vom- 
iting. Experiments have shown that ex- 
cessive administrations of alkalies will 
produce tetany, and that these attacks 
may be promptly relieved by adminis- 
tering acids to counteract the existing al- 
kalosis. 

PATHOLOGY 

No constant, nor characteristic lesion 
has been found constant in any autopsies 
made in tetany. Dercum reports the find- 
ing of serous exudate into the cervical 
spinal cord and into the ventricles of the 
brain, sclerotic changes, spinal intradural 
hemorrhages, with atrophy in the gang- 
lion-cells and nerve fibers. 

PROGNOSIS 

The prognosis as a whole is favorable. 
Most cases recover, though the duration 
cannot be predicted in advance. 

TREATMENT 

This of a necessity is divided into the 
treatment of the attack and the treatment 
during the quiescent period. All associ- 
ated factors should be overcome, such as 
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rickets, anemia, nervous and physical de- 
bility must be corrected, and any calcium 
deficiency overcome. 

During an acute onset the administra- 
tion of opiates or other nerve sedatives in 
fairly large doses may be necessary to con- 
trol the spasms. The administration of 
calcium both by mouth and intravenously 
should be begun at once, and continued 
well past the stage of convulsion. Para- 
thyroid, either by mouth, in tablet form, 
or better still, by intra-muscular injection, 
should be given throughout the attack, and 
in many cases continued for a prolonged 
period afterward. Owing to the type of 
spasm, attention must be given to the af- 
fected parts, to the end that pressure sores 
are avoided. These patients are best treat- 
ed during the attacks in quiet, semi-dark- 
ened rooms, with as little disturbance in 
their care as possible, since any nervous 
excitement may bring a return of the con- 
vulsion. 


{) 
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HYPERINSULINISM 





Louis G. Heyn, Cincinnati (Journal A. M. A., 
April 23, 1932), reports a case of spontaneous 
hypoglycemia or hyperinsulinism. The symptoms 
of this condition include the following: a nervous 
irritability and anxiety, weakness and fatigabil- 
ity, hunger, tremor, muscular twitching, lack of 
clearness of vision, diplopia, unsteadiness of gait, 
syncope, excessive perspiration, loss of emotional 
control, convulsions and even coma. These symp- 
toms are all comparable to those which follow 
excessive doses of insulin at different levels >f 
the hypoglycemic reaction. Normal blood sugar 
readings are variously estimated as between 80 
and 120 mg. per hundred cubic centimeters of 
blood. Mild symptoms are most apt to occur 
when the blood sugar reaches 40 to 50 mg. The 
author considers that it will be interesting to 
note in the future whether any of these cases of 
hyperinsulinism may not burn out and later be- 
come diabetic. In the meantime, it is difficult to 
decide what therapeutic measures should be used. 
When one recalls the many dark years, when 
various methods of carbohydrate and later also 
of protein restriction in diabetes mellitus were 
the only recourse, one wonders whether carbo- 
hydrate administration may likewise be the only 
aid in hyperinsulinism when no neoplasm is pres- 
ent. When one sees the remarkable results of 
carbohydrate feeding in the relief of hypoglyce- 
mic symptoms, one is inclined to be satisfied with 
results. But, no doubt, in spite of subjective re- 
lief, increasing amounts of carbohvdrates may 
become necessary; then surgery, even if unsuc- 
cessful, must be tried. Roentgen diagnosis of 
pancreatic neoplasm is not promising except when 
the neoplasm is fairly extensive. Roentgen ther- 
apy might be tried but would probably be fraught 
with many dangerous possibilities. And so, also 
therapeutically, for the present, surgery appears 
to be not good enough. 


=NDOCRINE THERAPY IN GYNECO- 
LOGICAL PRACTICE 


FINIS W. EWING, M.D. 
MUSKOGEE 
Endocrine therapy properly applied of- 
fers at the present time a rational basis 
upon which to bring about a readjustment 
of some of the conditions which have in the 
past caused the gynecologist no small 
amount of dissatisfaction with his efforts. 
The failure to provide adequate aid in 
this large class of patients has resulted in 
the enrichment of the charlatan and the 
patent medicine vendor. 





Growing out of the investigations of 
Allen, Doisy, Zondek, Ascheim and 
others, there has been developed a pro- 
hormone that when introduced properly 
into the human body stimulates the anter- 
ior pituitary body to produce an added 
amount of its sex hormone and will stimu- 
late the development of the Graafian fol- 
licle, also luteinization which in turn may 
aid in controlling functional uterine bleed- 
ing. This substance is recovered from the 
urine of the pregnant female. There has 
also been developed an estrus-inducing 
ovarian follicular hormone which is pre- 
pared from the fetal fluid of cattle and 
urine of pregnant women—which when 
properly introduced into the female body 
will aid in inducing estrus. ; 


The above products have been so care- 
fully developed and dosage so proven that 
it is now possible to proceed intelligently 
to correct many menstrual disorders, to- 
gether with vasomotor and emotional 
symptoms which so often accompany these 
disorders. There being a fairly broad 
field in which one or both of these pro- 
ducts may be successfully exhibited and 
there being a rather large proportion of 
gynecological patients who have an im- 
balance somewhere in the menstrual mech- 
anism. It is of utmost importance that the 
physician who would do that for his pa- 
tient which will give the best results to 
investigate carefully these products and 
apply them with the same intelligent care 
that he would do a delicate operation. 

In the normal cycle the Graafian follicle 
develops and matures during the first half 
of the inter-menstrual period. During its 
development it elaborates the follicular or 
estrus inducing hormone which induces 
growth of the uterine endometrium and 
characteristic changes in the mammary 
glands and vagina. In addition to these 
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growth functions in the genital tract, the 
estrus inducing hormone regulates second- 
ary sex characteristics. 


The concentration of the estrus induc- 
ing hormone in the blood increases during 
the first half of the intermenstrual period 
and attains a maximum peak value about 
two weeks prior to the onset of the next 
menstruation. This rise in the concentra- 
tion of the blood is parallelled by a rise in 
the excretion of the hormone in the urine. 
After the rupture of the follicle on ap- 
proximately the fifteenth day, the concen- 
tration of this hormone drops rapidly to a 
low value to be followed about nine days 
later by a short rise just before menstrua- 
tion. 

Accompanying this appearance of fol- 
licular hormone in the early part of the 
intermenstrual period, there is growth and 
development of the endometrium charac- 
terized by an increase in the blood vessels 
and blood spaces and by an increase in the 
stroma. This is sometimes referred to as 
the interval type of endometrium. If the 
growth and rupture of the follicles are 
followed by normal development of cor- 
pora lutea, the uterine endometrium shows 
a somewhat further increase of its blood 
spaces and extensive development of its 
glandular structure, preparing it for the 
reception of fertilized ovum. These fur- 
ther changes under the influence of the 
hormone of the corpus luteum are often 
designated as the pseudopregnant or true 
pre-menstrual changes and comprise the 
corpus luteum phase of the cycle. 


If pregnancy takes place the corpus 
luteum phase continues and facilitates and 
prepetuates the retention of the fertilized 
ovum and protects the developing embryo. 


When the corpus luteum does not develop 
properly, due to failure of the follicles to 
rupture, the final changes described above 
do not occur in the endometrium, but, if 
in spite of this lack of development of the 
corpus luteum phase, there has been fol- 
licle growth and elaboration of adequate 
amounts of estrus-inducing hormone, there 
develops the so-called interval type of en- 
dometrium and bleeding occurs which 
simulates menstruation. The maintenance 
of a normal menstrual cycle depends upon 
adequate development of follicles, ovula- 
tion and subsequent development of cor- 
pora lutea, in absence of ovulation there is 
no luteinization unless artificial stimula- 
tion is resorted to. 

The anterior pituitary sex hormone 
should play a determining role in initiat- 
ing this cycle of changes in the ovary and 
through it, the uterus, and will do so ex- 
cept when there is local or ovarian pathol- 
ogy. 

At menopause changes occur in the 
ovary which apparently render it incap- 
able of responding to the sex hormone of 
the anterior pituitary. At the same time 
there is a cessation of the inhibitory action 
of the ovary upon the anterior pituitary 
function and consequently the anterior 
pituitary hormone is excreted in the urine 
in increased quantities. The failure of nor- 
mal follicular development is followed by 
diminished or entirely suspended produc- 
tion of estrus. As a result, there is amenor- 
rhea and there may also be accompanying 
subjective symptoms, vasomotor and emo- 
tional instability, flashes, headaches, 
weakness and mental depression. Event- 
ually changes take place in the cell struc- 
ture of the anterior pituritary body, cer- 
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tain cells known as castration cells mak- 
ing their appearance, and the production 
of anterior pituitary sex hormone stops as 
a result of these changes. During the 
menopause the changes occurring in ovar- 
ian function frequently result in hormone 
unbalance which produces menorrhagia. 
Certain classes of patients with symp- 
toms attributable to hypo or hyper activity 
of the anterior pituitary and ovaries may 
now be treated in a more scientific man- 
ner and with much better results than in 
the past. 


From this diagram it would appear that 
delayed puberty, infantilism and eunu- 
choichism should be treated by giving the 
anterior pituitary hormone about four 
days beginning immediately after the as- 
sumed menstrual period if known. That it 
should be again given for a period of about 
ten days beginning at first portion of the 
third quarter of menstrual cycle. Estrus 
inducing hormone may be needed for about 
four days beginning at last portion of sec- 
ond cycle and overlapping administration 
of anterior pituitary hormone. This should 


be given provided, examination of pa- 
tient’s urine yields no evidence of satis- 
factory amount of estrus inducing hor- 
mone. 


The administration and dosage of these 
products is comparatively simple but like 
all other treatment is in no manner a cure 
all, nor will results be obtained unless cer- 
tain cardinal factors are carefully con- 
sidered. 


It can readily be understood that there 
would be no indication for the adminis- 
tration of the sex hormone in the true 
menopause except in cases of functional 
uterine bleeding, because of the atrophy 
or removal of the ovaries which are stimu- 
lated by the sex hormone, there being no 
ovary there can be no stimulation. 


Below is a tabulation of forty-nine pa- 
tients treated along the lines mentioned. 
Although this small series of patients can 
mean nothing, conclusively, still it is an in- 
dication as to what results may be obtain- 
ed. 





TREATMENT 
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The products used in the above cases 
were: 


Ovarian Follicular 
Sex Hormone 
Anterior Pituitary 
Estrus inducing 
Hormone 

Follutein (Squibb). 
Amniotin (Squibb). 
Progynon (Shering). 


All were administered by hypodermic 
injection except progynon which was ad- 
ministered internally. Dosage anterior 
pituitary hormone five hundred to twelve 
hundred fifty rat units divided in doses of 
one hundred to two hundred fifty rat 
units. Estrus inducing hormone one hun- 
dred to one thousand rat units divided in- 
to one hundred rat units. 


It is apparent that the higher developed 
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the animal becomes the higher the percent- 
age of abnormal conditions arise. This 
likely is brought about by the fact that the 
higher the development the larger per 
cent of physically unfit are saved, conse- 
quently the increasing disability propor- 
tionately. The gynecologist is faced with 
the problem of rehabilitating the female 
sexual apparatus and to overcome the best 
he may those symptoms that have not re- 
quired surgical measures but have invalid- 
ed many women. And it would seem that 
we have or are about to arrive at the point 
where many of these sufferers may re- 
ceive great relief. 


>. 
Vv 


DIVERTICULUM OF EPIGLOTTIC VALLECU- 
LAE: REPORT OF TWO CASES 


Carl Goldmark and Thomas Scholz, New York 
(Journal A. M. A., June 4, 1932) report two cases 
of diverticulum of the epiglottic valleculae, which 
are two depressions situated between the base of 
the tongue and the epiglottis, one on each side of 
the median glosso-epiglottic ligament. These di- 
verticula seem to occur at an advanced age and 
may possibly be due to a loss of elasticity of the 
epiglottis. Clinically they are characterized by a 
feeling of a lump in the throat after eating, with 
discomfort on swallowing, occasional regurgita- 
tion of foul material, swelling in the submaxil- 
lary region, and local tenderness, with no laryngo- 
logic changes. Fluoroscopically the condition can 
be definitely diagnosed, especially if the observa- 
tion is prolonged. The roentgen examination re- 
veals enlargement of the pre-epiglottic space as 
outlined by the barium mixture, unusual spastic 
contractions of the epiglottic region, and persict- 
ence of the pre-epiglottic shadow for several 
hours. The authors have no therapeutic sug- 
gestion to offer. The discomfort may be allevi- 
ated by frequently gargling with plain water 
after meals. 
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NONRACHITIC CUPPING OF LONG BONES 
IN THE NEW-BORN: ROENTGENOLOGIC 
AND CLINICO-PATHOLOGIC STUDY 








In a series of forty-eight new-born Negro in- 
fants examined by John T. Farrel, Jr., Philadel- 
phia, and Edward F. Burt, Ardmore, Pa. (Journal 
A. M. A., May 21, 1932), cupping of the long 
bones was found in seven; of these, unmistakable 
evidence of clinical rickets appeared in four from 
five to thirteen weeks after birth. A similar 
deformity was found roentgenographically — in 
still-born infants, but on histologic examination 
there was no microscopic evidence of rickets. The 
cupping was due to a concave variation from the 
usual normal straight or convex line at the junc- 
tion of the zone of proliferating cartilage and the 
zone of preparatory calcification. On the basis 
of their observations the authors conclude that 
roentgenographically recognizable cupping is 
sometimes present normally in the ends of the 
long bones of new-born infants, caused by a nor- 
mal variation in the manner in which the zone 


of preparatory calcification joins the zone of pro- 


liferating cartilage. 


CANCER OF THE UTERUS—ITS PRE- 
VENTION, DIAGNOSIS BY BIOPSY 
AND PRINCIPLE OF TREATMENT. 


WENDELL LONG, M.D. 
OKLAHOMA CITY 


I. PREVENTION 
A. CERVICAL LESIONS 


The best treatment for cancer of the 
uterus is prevention. 


From 95 to 98 per cent of cancer of the 
cervix occurs in women who have had 
pregnancies and of the remaining 2 to 5 
per cent most have had operative manipu- 
lation of the cervix. Therefore, chronic 
irritation or trauma must be a decided 
predisposing factor. 


The prevention of cancer of the cervix 
consequently entails the proper treatment 
of the multiparous cervix. Obviously the 
most effective manner of preventive ther- 
apy lies in removal of the cervix, which 
was to have been the site of future cancer. 
This can easily be accomplished by simple 
amputation. This is an obvious funda- 
mental fact to be gravely considered when 
treatment is anticipated for the multipar- 
ous cervix, which either by deep lacer- 
ations or inflammation, or both, shows 
evidences of overgrowth of its epithelial 
structure. 


Much has been worthily said about the 
value of cauterization, tracheloplasty, and 
the Sturmdorf or Bonney type of oper- 
ation, but from the standpoint of cancers, 
none can rationally or actually compare 
with amputation, which means removal of 
all the structure which was to have been 
the site of cancer, whereas in other meth- 
ods there is no certainty of entire removal 
or destruction of the dangerous tissue. 


Franz Spirito, of Siena, Italy, has for 
years advocated amputation as prophy- 
laxis against cervical cancer. He has never 
seen a cervical cancer in the scar follow- 
ing amputation, nor has he found a single 
case reported in the literature. This has 
been my own experience and that of all to 
whom I have talked about this problem. 


I do not wish to be misunderstood as a 
radical, who would propose the removal of 
all multiparous cervices. The great ma- 
jority of them do not need any radical at- 
tention. Many with small erosions and 
mild inflammation, and even with mild 
hyperplasia of the endocervix, can be 
treated satisfactorily with the actual cau- 
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tery. However, it must be remembered 
that the cautery, like many other excellent 
forms of therapy, has its limitations. 


In younger women, with lesions not 
adaptable to cautery therapy, reparative 
operations, such as trachelorrhaphy or 
partial amputation with the Sturmdorf 
or Schroeder procedures are effective in 
restoring normal form and function. Some 
idea of their prophylactic value may be 
gained from such reports as that of 
Graves. He studied the hospital records of 
4815 cervical repairs, including trachelor- 
rhaphy, amputation and cauterization and 
was able to find seven cases that later de- 
veloped cancer. None of these followed 
amputation. In three the pathologist had 
overlooked a cancer in tissue removed at 
trachelorrhaphy. He then had four cases 
of cancer developed subsequent to oper- 
ation. Studying the subject from another 
angle he found that of 538 cases of cancer, 
twelve patients had had a previous repair 
of the cervix. There were only nine after 
exclusion of the three mentioned above in 
which the pathologist had overlooked the 
cancer in the removed tissue. Of course 
it must be remembered that with a perfect 
“follow-up” of the entire 4815 patients, 
more cases of cervical cancer would un- 
questionably have been discovered. But on 
the other hand, it is good evidence that 
timely reparative procedures are effective, 
though not perfect prophylaxis against 
cervical cancer. 


It is my feeling that amputation should 
be done much more frequently than at 
present. From the standpoint of cancer 
prevention it is by far the method of 
choice. Every woman who has deep lacer- 
ations with erosions and _ hyperplastic 
endocervix, or who has a chronic inflam- 
mation of the entire cervix with hyper- 
plasia of the epithelial elements, would 
best have amputation if she would avoid 
the greatly increased possibilities of malig- 
nant changes. Women who have families, 
are 36 years or more of age, and who have 
extensive chronic lacerated cervicitis, in 
my opinion, deserve this protection. 


One of the advantages of amputation 
lies in the fact that most women will not 
carry out the advised plan of frequent 
routine examinations. Amputation of a 
“suspicious” cervix, in indicated cases, 
gives added safety in the presence of this 
human failing. However, one certainly 
would not suggest any method as a sub- 
stitute for the tremendous value of routine 
examinations, 


In this respect it is important to call 
attention to the fact that true “early” 
carcinoma of the cervix is symptomless 
and that it is also almost impossible of 
clinical recognition. This is substantiated 
by the reports from reputable large clinics 
which show that in the great majority of 
“early” carcinoma of the cervix the diag- 
nosis is accidentally made by routine mi- 
croscopic examination of specimens from 
cervical operations. 


B. SUBTOTAL, (SUPRACERVICAL) HYSTEREC- 
TOMY 


The question of a subtotal or a complete 
hysterectomy is a natural sequence to this 
discussion. When a subtotal hysterectomy 
is done there are three possible futures for 
the remaining cervix. 

1. No pathological changes. This is 
especially true in nulliparous women with 
normal cervices—and also in many multi- 
parous ones where there is little if any 
pathology of the cervix. 


2. Unrecognized carcinoma may already 
be present in the cervix and blossom forth 
after the operation. A case demonstrat- 
ing this possibility is that of: 


Mrs. L. W. She was a married woman of 53, 
referred because of menorrhagia and _ fibroid 
tumors. The youngest of her two children was 
27. She had been examined by two other phy- 
sicians. All of us thought the cervix was a non- 
malignant hypertrophic multiparous one. The 
other physicians felt this so strongly that they 
advised subtotal hysterectomy, seeing no advant- 
age to removal of the cervix. However, because 
of the suspicious nature of the cervix, complete 
abdeminal hysterectomy was performed on June 
2, 1931. 


The pathologist reported a small localized area 
of squamous cell carcinoma of the cervix. While 
still in the hospital intra-vaginal radium therapy 
and external X-ray was carried out. 

On recent examination the patient shows good 
general health except for an old hypertension, and 
there are no evidences of recurrence. 

3. Carcinoma may develop years later. 
In the many statistical reviews reported, 
this group and those of the second group 
comprise roughly 2 per cent of all cases 
in whom subtotal hysterectomy has been 
done for fibromyomata. A case in illus- 
tration of the third group is that of: 

Mrs. W. B. She was a married woman of 29, 
complaining for two months of vaginal blood after 
coitus. No known pregnancies. 


History of irregular profuse menstruation for 
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which the following operations were done in the 
South. 

a. Ten years before—removal both tubes and 
part of ovaries with no improvement. 

b. Nine years before—D. & C.—no improve- 
ment. 

c. Eight years before—D. & C.—no improve- 
ment. 

d. Six years before—subtotal hysterectomy, 
bilateral oophorectomy. 

Examination showed the posterior lip of a 
small cervix entirely replaced by a large papil- 
lary bleeding growth. Biopsy microscopic diag- 
nosis: Spinous cell carcinoma cervix. 

Between October 26, 1930, and November 10, 
1930, she was given large, divided dosages of in- 
travaginal radium and external X-ray. 


On routine follow-up examination March 26, 
1932, she had good general health with gain in 
weight and no evidence of metastases or recur- 
rence. 

Need it be said that, in those patients 
who, because of other pathology, for ex- 
ample fibromyomata, require hysterec- 
tomy, a complete hysterectomy should be 
done in preference to subtotal in all cases 
where the cervix is the site of lacerations, 
erosions, hypertrophy or cervicitis? While 
the operation is technically a little more 
difficult, the mortality, in capable hands, 
is very slightly, if any, greater. The sub- 
stitutes of coring out the cervix, cauteri- 
zation of the stump or subsequent removal 
are all poor substitutes, but may find ap- 
plication in individual cases. 

C. POLYPI, HYPERPLASTIC ENDOMETRIUM 


AND MYOMATA 


It is the concensus of medical opinion 
that adenocarcinoma of the uterine body is 
not a disease excited by trauma or chronic 
irritation, but rather by ovarian dysfunc- 
tion. This is also true for hyperplastic 
endometrium and myomata. 


Bleeding at the menopause is the signal 
for deliberate judgment in order to pre- 
vent future carcinoma of the fundus. 

The radical therapy commonly accorded 
myomata may be a blessing in disguise in 
that it removes the future location of an 
adenocarcinoma. 


It has long been known that polypi, 
which are overgrowths of the endometri- 
um, degenerate to form adenocarcinoma. 
Their removal by curettage or hysterec- 
tomy is prophylactic prevention of cancer, 
and fortunately to this good end, most of 
them present the symptom of menorrhagia 
which warrants radical removal that 
would not be granted a chronic cervix 


which had far greater probability of can- 
cerous degeneration. 


Meyer, of Germany, and Taylor, of New 
York, have presented an excellent case for 
the association between hyperplastic endo- 
metrium and adenocarcinoma. Thorough 
curettage and irradiation, or hysterectomy 
are excellent prophylaxis against a future 
cancer. 

Il. BIOPSY 

The second best treatment of cancer of 
the uterus is early positive diagnosis 
which automatically brings forth the ques- 
tion of when and how to do a biopsy. 


Microscopic diagnosis is the only abso- 
lutely certain diagnosis of cancer. How- 
ever, many are so evidently cancer from 
clinical investigation that the pathologist’s 
examination is a matter of routine con- 
firmation. Many others are clinically sug- 
gestive, but not clearly enough to warrant 
the most astute diagnostician to apply the 
radical therapy necessary in cancer. These 
two groups should be distinguished in de- 
ciding when to do a biopsy. 

It must be constantly remembered 
that biopsy is not without danger. With 
the greatest care there still remains the 
probable spread of the disease by lymph- 
atic or direct extension. It should be em- 
phasized that biopsy is never, in any 
sense, a substitute for careful, complete 
gynecologic history and examination. 


A. CARCINOMA OF THE CERVIX 


Distinction must be made between clin- 
ically evident and clinically questionable 
carcinoma. 

1. Clinically evident carcinoma—should, 
because of the useless danger of conse- 
quent extension have no biopsy until at the 
time of the ultimate treatment, whether 
surgery or radium, and this only a small 
area for confirmation, record and prog- 
nosis. In other words, it should be empha- 
sized that it is not only a useless but a 
dangerous practice to take a biopsy prior 
to treatment in the clinically evident can- 
cer. We must insist that biopsy and _ir- 
radiation or surgery take place at the 
same time. If this policy is not followed, 
it is decidedly unfair to blame the irradi- 
ation or surgery for poor results which 
are, in reality, due to this early improper 
handling of the disease. A competent con- 
sultation prior to treatment is far prefer- 
able and decidedly less apt to ‘produce 
greater extension. 


While maintaining an open mind about 
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the choice of therapy, most gynecologists 
in America feel that irradiation is better 
in all grades and classes of this disease. 
A confirmatory biopsy done at the time of 
irradiation should contain only enough tis- 
sue for examination. The pathologist has 
made such a forceful case for securing 
large amounts of material that there is a 
tendency to excise extensive areas of per- 
fectly evident cancer, forgetting the dan- 
gers of extension and also an important 
related fact about the basic protective 
pathology of these lesions. Most cancers 
are secondarily infected, and there is a 
distinct inflammatory zone protecting the 
normal tissue from this toxic absorption 
and infection. The confirmatory biopsy, 
performed only at the time of irradiation, 
should most certainly be superficial to this 
protective zone if we are to avoid severe 
radium reactions, which necessarily limit 
us in giving adequate radium and deep 
X-ray therapy. 

Two recent cases of moderately advanced cerv- 
ical carcinoma, clinically almost identical, graphic- 
ally demonstrate this precaution. Mrs. A. D., had 
two applications of radium for a total of 6200 
milligram hours and a series of X-ray in a ten 
day period with very slight reaction and hospital 
stay of only thirteen days. Shortly after leaving 
the hospital she resumed her usual habits. In 
her case only a superficial area of the cancer 
was removed for diagnostic confimation. 


The second, Mrs. E. G., had an extensive biopsy 
and cauterization before being referred. She de- 
veloped the usual para-metritis but it was felt 
that treatment of the cancer was imperative in 
spite of this, even knowing that it would exacer- 
bate the inflammation. Through a period of three 
weeks it was possible to give 4000 milligram 
hours of radium therapy. Her total hospital stay 
was one month, and after discharge she is still, 
at the end of another month, a_ semi-invalid, 
though the cancer has disappeared from the 
cervix and the parametritis improved. In spite of 
all this we feel that she is inadequately treated 
for the disease which caused her admission and 
she will return for additional therapy. 

2. Clinically questionable carcinoma, If, 
after careful clinical investigation, the 
cervix is suspicious, biopsy should always 
be done immediately. The cervix is rela- 
tively insensitive, and this procedure can 
most often be done in the office. A very 
convenient and practical method is that of 
grasping the suspicious area with a “so- 
called” double hook tenaculum, 7. ¢@., a 
tenaculum with one hook on each blade, 
and cutting out a wedge shaped portion of 
tissue with long scissors, curved on the 
flat. In this way the procedure is com- 
pleted under direct vision, and the speci- 
men is of the right size, and from the de- 
sired location. Searing the wound with 
the cautery is to be recommended to stop 


hemorrhage and to prevent possible exten- 
sion. 


However, one must not have too great a 
sense of security from a negative biopsy 
report and consequently allow patients to 
drift away from routine examinations. 
There may already be cancer present in 
another location than the one excised. 
Likewise, one section from a biopsy paraf- 
fin block may be benign and deeper in the 
block the evidence of malignancy be clear. 
These accidents are indeed not rare. A 
positive biopsy of the cervix is very help- 
ful. A negative biopsy in a_ suspicious 
cervix gives mental comfort to patient and 
doctor, and usually indicates absence of 
cancer, but it is not a staff upon which to 
place the whole body’s weight. 


B. ADENOCARCINOMA OF FUNDUS 


A distinction must be made between 
bleeding occurring after the menopause 
and that at the menopause. 


1. Bleeding after Menopause. Elderly 
women who begin to have vaginal bleeding 
one or more years past the menopause and 
in whom no source for bleeding can be dis- 
covered in the vagina or cervix have a pre- 
sumptive diagnosis of carcinoma of the 
uterine body. If the uterus is increased in 
size, hysterectomy may be done without 
preceding curettage for two good reasons: 
(a.) Shortened anesthesia and operative 
procedure in the elderly where this is most 
important. (b.) No increased dilatation of 
cervix to allow outpouring of cancer cells 
and cancer juice during hysterectomy. 

An example of such procedure is Mrs. R. A., a 
woman of 68, who passed the menopause 25 years 
before examination. Chief complaint was bloody 
vaginal discharge of 5 months duration. No loss 
of weight or strength and she felt her general 
health was fairly good. 


Examination showed no pathological source of 
bleeding in the vagina or cervix. The fundus was 
slightly enlarged, globular in shape and mobile. 


On May 28, 1931, with no preceding curettage, 
complete abdominal hysterectomy was easily per- 
formed in forty minutes, under ether anesthesia. 

The specimen consisted of a uterus about three 
times normal size, soft and globular. It contained 
about two ounces of thin “cancer juice” which 
poured out on section. The fundus was occupied 
by a moderately advanced adenocarcinoma, 
proven by microscopic diagnosis. 

The operative reaction was very mild and re- 
covery rapid, much more so, we think, than had 
she had prolonged anesthesia with preceding 
curettage. 


She now has gained weight and has no evi- 
dence of recurrence. 

I would not quarrel with one for insist- 
ing on preceding curettage, but I would 
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insist that hysterectomy must be done un- 
der the same anesthesia. It is my feeling 
that in clinically positive cases, the short- 
ened anesthesia and reduced procedure in 
elderly patients is significant in reducing 
complications and mortality. 


2. Bleeding at the Menopause. Women 
who have metrorrhagia or unusual menor- 
rhagia at the menopause or even in the 
late thirties should have the protection of 
a diagnosis curettage. This is the group in 
which much harm can be prevented by the 
use of the curet. Care should be taken to 
get endometrium from all areas of the 
cavity and the pathologist should make 
several slides in order not to miss an area 
of malignancy located at another level in 
the paraffin block. 


Cases are reported who have had non- 
malignant diagnosis of curettings, who 
soon afterward developed unquestioned 
adenocarcinoma of the fundus. In some of 
these, deeper sections into the original 
paraffin block showed the previous exist- 
ing malignancy. Others undoubtedly were 
missed because the area of malignancy 
was not removed through incomplete 
biopsy diagnostic curettage. 

With these two precautions in mind the 
diagnostic curettage in bleeding at the 
menopause is the foundation stone of early 
diagnosis of cancer of the uterine body. 
Unusual bleeding at the menopause is not 
“just the change,” but it is the signal for 
caution. 


II]. PRINCIPLE OF TREATMENT 


Certainly the least important phase of 
treatment of cancer of the uterus is the 
proper choice and execution of therapy, 
yet this is of no small importance. 


Unfortunately the only present methods 
for treating cancer are both local. This 
means either removal of all the growth by 
surgery or destruction of all the growth 
by radiation. There is no reasonable doc- 
tor who would not agree that complete re- 
moval is decidedly the method of choice. 
However, the application of this funda- 
mental principle is controlled by the na- 
ture of the tumor and the anatomy in- 
volved. Cancer of the uterus offers an ex- 
cellent demonstration. 


Adenocarcinoma of the fundus uteri 
is a relatively slow growing tumor and 
likewise is slow to produce lymphatic me- 
tastases. Recognized months after the ap- 
pearance of symptoms, a panhysterectomy 
completely removes the cancer in the ma- 





jority of cases. So much so that the recog- 
nized five year cure rate is between 60 and 
70 per cent. I see no rationale for the 
radium enthusiasts who would treat any 
but far advanced inoperable cancers of the 
uterine body with radio-therapy alone. 
Adenocarcinoma of the fundus is more 
radio-resistant than carcinoma of the cer- 
vix. If we would consider the results in 
the very similar carcinoma of the breast it 
is plausible to suppose that irradiation de- 
stroys many of the cancer cells, but only 
embeds many others in dense scar tissue, 
very much as an arrested tubercle, where 
they are still present and live even in a 
“radiation cure.” 

In the surgical treatment of cancer of 
the uterine body it would seem wise to call 
attention to an often neglected precaution 
in technique. This is the care to avoid 
using any grasping instrument on the fun- 
dus for the purpose of traction. These 
instruments, either by trauma or direct 
contamination, are conducive to spread of 
the disease. The traction can be adequate- 
ly obtained by forceps applied to each 
broad ligament close to the uterus, and 
this procedure is not subject to the above 
danger. 


Entire surgical removal of a carcinoma 
of the cervix would be ideal. However, 
cancer of the cervix grows rapidly, invad- 
ing closely surrounding vital organs, and 
metastasizes early. Proof of the early 
metastases of this disease is obtained from 
the reported cases of surgical removal of 
“early” carcinoma, even before extension 
to the surrounding structures. These show 
that 35 per cent already have metastases. 


With this rapidly growing and metasta- 
sizing tumor, located in the very midst of 
the urinary and intestinal tracts, we have 
resorted to radio therapy instead of surg- 
ery, not from choice, but from necessity. 

SUMMARY 
1, PREVENTION 

1. Cervical amputation is the most per- 
fect available means of cervical cancer 
prevention. This protective procedure, in 
my opinion, should be more widely em- 
ployed than is the present custom. 

2. Cervical reparative operations, in- 
cluding trachelorrhaphy, partial amputa- 
tion and cauterization, offer effective, 
though not perfect, prophylaxis against 
cervical cancer. 

3. The remaining cervix after subtotal 
(supracervical) hysterectomy is subject 
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to the definite possibility of malignant 
changes. The cancer may already be pres- 
ent at the time of hysterectomy, but too 
early to be clinically recognized. It may 
develop much later. A case to demonstrate 
each possibility is given. 


4. When hysterectomy is indicated for 
another cause and there is also present 
pathology of the cervix, the cervix should 
also be removed, i. ¢., a complete hysterec- 
tomy in preference to subtotal should be 
performed in that situation. 


5. The radical treatment commonly ac- 
corded endometrial polypi, hyperplastic 
endometrium and fibromyomata may be a 
blessing in disguise, in that it may fre- 
quently remove the future location of a 
uterine fundus adenocarcinoma. 


II. BIOPSY 


1. Clinically evident and clinically ques- 
tionable carcinoma of the cervix must be 
distinguished in deciding when to do a 
biopsy. 

2. In the clinically evident cases, biopsy 
should not be done prior to treatment. In 
clinically questionable cases it should be 
done at once. 

3. In clinically evident cases biopsy for 
diagnostic confirmation is to be recom- 
mended at the time of treatment, but only 
a small superficial portion of tissue, be- 
cause large sections frequently mean de- 
struction of the protective inflammatory 
zone, surrounding the infected tumor. 
When this occurs, the following obstinate 
parametritis interferes greatly with ade- 
quate radio therapy, not to mention the 
probable consequent extension of the orig- 
inal disease. Two cases are cited to illus- 
trate this danger. 


4. In aclinically questionable carcinoma 
too great a sense of security is not to be 
derived from a negative biopsy report. 

5. Elderly women, who have vaginal 
bleeding, but in whom it is impossible to 
discover a source for the bleeding in the 
cervix or vagina, and in whom an enlarg- 
ed uterus is found, have a presumptive 
diagnosis of uterine body malignancy. In 
these elderly patients it is thought that 
elimination of preceding curettage is justi- 
fiable, because of the resultant shortened 
anesthesia and procedure. 

6. In performing diagnostic curettage 
for bleeding at the menopause two pre- 
cautions are given: (a.) The importance 
of obtaining endometrium from every area 
of the uterine cavity, and (b.) The pos- 


sibility of missing a cancer in curettings 
because too few slides were made from 
the mass of curettings incorporated into a 
single paraffin block. 


Ill, PRINCIPLE OF TREATMENT 


1. Removal of the entire cancer of the 
uterus is decidedly the method of choice. 

2. This is possible in the majority of 
instances of adenocarcinoma of the fundus 
uteri, because the tumor is slow to grow 
and slow to metastasize and because the 
anatomy is such as to permit the necessary 
surgical procedure. 

3. Removal of the entire growth is un- 
fortunately rarely possible in carcinoma 
of the cervix and radio therapy is employ- 
ed instead of surgery, not from choice but 
from necesssity. This is due to the fact 
that the tumor grows rapidly and metasta- 
sizes early and the fact that the anatom- 
ical location in the midst of the urinary 
and intestinal tracts makes the necessary 
surgical procedure, even where possible, 
extremely hazardous. 





DISCUSSION: Dr. Pat Fite, Muskogee. 

I want to say just a few words by way 
of accentuation more than for any other 
reason. I want to call your attention to 
the fact that one out of every eleven men 
die after forty years of age of cancer, and 
one out of every eight women. Cancer now 
has the fifth place in the mortality rate. 
The difference in the mortality rate be- 
tween men and women is because women 
have a different bilogical function in life 
and the associated function of lactation. 
The deaths are largely due to cancer of the 
cervix. These cases of hypertrophy of the 
cervix come on rather slowly. The obstetri- 
cians recognize that. They take care af- 
ter delivery, and most of them never reach 
this stage of hyperplasia that Dr. Long 
spoke of. A paper of this sort should be 
read before the general section, because a 
large number of women are handled by 
the general practitioner and not by the 
obstetrician in larger places. I am heartily 
in accord with what Dr. Long had to say. 
I agree with him that radium in these 
cases is probably the most advantageous 
form of treatment. The first woman I 
treated in 1922, a border line case, is now 
well as far as we can tell. I don’t think 
that many of these cases should be turned 
down for treatment, but should be given 
radium. You will sometimes get surpris- 
ing results in hopeless cases. Unfortun- 
ately, many do not come until they are in 
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the hopeless stage where operation is en- 
tirely out of the question, often due to the 
patient, but far too often that doctor to 
whom they have gone has not examined 
them. I know of a woman who was ex- 
amined by a doctor for metrorrhagia, but 
he did not make a vaginal examination. 
She returned three months later with an 
inoperable case of carcinoma of the cervix. 
In my own personal experience, not many 
of these cases come in the early stages. | 
don’t know why it is; with all the prospect 
of relief, it is almost a phenomena how 
few come. 





Dr. W. H. Livermore, Chickasha. 


This is a very timely paper, Dr. Long, 
and a very interesting one. There is only 
one phase I want to speak of and ! want 
to emphasize that more than anything 
else. There was a time in my mind when 
I considered a biopsy of an absolute ne- 
cessity before diagnosing cancer of the 
cervix, but as my experience grows in that, 
I have come to the conclusion for myself 
that I do not want a biopsy on any sus- 
pected cancer of the cervix. I have been 
through that period with some lamentable 
experiences that I feel I would not have 
had if I had not insisted on biopsy. An 
unrecognized cancer of the cervix that you 
cannot tell from a history and from your 
findings of the case is better to be left 
alone, because it will show that soon, but 
if you haven’t got a condition it had better 
be left alone than make a biopsy because 
you are not sure just where the condition 
is and may miss it altogether or the path- 
ologist may miss it when he sections the 
tissue, and you will have increased danger 
of metastasis. Cervical cancers form me- 
tastasis rather slowly, and after we get 
that in the cervix we have a serious con- 
dition. Now, | am not fearful of cancer 
of the cervix. I belong to a particular 
clinic where we get them early. In the 
last ten years we have been using radium 
a great deal and I have confined myself 
completely to radium in cervical cancer, 
and I can say this—I have many more pa- 
tients living, without recurrence, than | 
ever had before. Time may have some- 
thing to do with that but it doesn’t have 
all. A biopsy is a nice thing to have, but 
if you can’t make a diagnosis without 
biopsy I think a patient is safer to let them 


go. 





I am just like the gentleman just pre- 
ceding about biopsy. | don’t think a biopsy 


should be made where you can’t make a 
diagnosis of cancer of the cervix without 
biopsy. If you make a diagnosis, well and 
good, you can begin your radium earlier. 
But wait until you amputate the cervix 
and that is a most serious proposition, and 
if it proves to be cancer, perhaps you have 
amputated high enough to get your tissue 
out, but if you biopsy today and wait until 
process goes on and the patient shows 
temperature and things of that kind, you 
may rest assured that cancer has extended 
on beyond all radium or surgical proced- 
ure. 





Dr. Pigford, Tulsa. 


l want to speak a word about getting a 
biopsy and following that up with the 
coagulation diathermy button. I think in 
a great many of these cases after biopsy 
by scissors and knife if you use electro- 
diathermy you seal the avenues of dis- 
semination of the tissues. We have been 
doing biopsy before using radium, and 
then using radium to extend completely 
over the destroyed tissue as far as we can 
see. We have been using diathermy and 
destroying all the tissue, and a few days 
later following that up with radium, feel- 
ing that we have destroyed the tissue as 
deeply as possible, and we find that ap- 
parently gets good results. 


I cannot declare too strongly, Dr. Long, 
that I have enjoyed your excellent paper. 
Early carcinoma of the cervix is not a 
clinical matter in diagnosis but a micro- 
scopical finding, and you cannot diagnose 
without biopsy. Most of these patients, 
eighty-five per cent, reach you at a stage 
where operation or radium either give 
very poor results. One reason is fear in 
the mind of the average individual as to 
the ultimate outcome of cancer. A few 
years ago the individual with tuberculosis 
prepared himself to die. Now we know 
that is not necessary. We follow the ad- 
vice of the physician sufficiently early 
when he first finds the disease, and a large 
percentage of cases are now without the 
form of fear which previously existed that 
death is the absolute outcome. The eighty- 
five per cent of cases are obviously can- 
cer; anyone can diagnose them if they see 
them and use a speculum. It is an un- 
fortunate commiture that a large number 
of cancer patients have been examined 
without the proper light and without a 
speculum. They have been told to take 
douches and were allowed to go on, and 
there has been a rapid spread of carcin- 
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oma to the extent that nothing could be 
done. If these patients were examined 
properly and if the men examining them 
train themselves to diagnose early stages, 
biopsy properly performed and properly 
examined would mean a lot. I will go fur- 
ther with Dr. Long in stating that the 
biopsy should be examined by a competent 
pathologist. It is only by classification of 
these tumors that we can determine the 
treatment. We have the mature, the tran- 
sitional type of tumor which is more 
malignant and spreads more rapidly, and 
the spindle-cell carcinoma that metastasize 
more rapidly and produce death. The in- 
teresting thing about these tumors is that 
the mature type of cells are not amenable 
to surgical treatment, and early carcinoma 
would yield excellent results by total hys- 
terectomy. On the other hand, in dealing 
with the transitional type and the spindle- 
cell type, these metastasize more rapidly 
and would be greatly amenable to X-ray 
and radium treatment. 





Dr. Kenneth Wilson, Oklahoma City. 


This is an interesting discussion of a 
serious malady in women. It accounts for 
thirty per cent of all gynecological deaths; 
as you know, this has to do with women. 
Whatever may be the causes of cancer, all 
will agree that irritation is the most com- 
mon. Carcinoma of the cervix, we know, 
is in that field and those that see a num- 
ber of cervices know that eight out of ten 
women examined show evidence of cervi- 
cal infection. The development of electro- 
therapy has made it possible for the gen- 
eral man to clear up this most prevalent 
cause of malignancy by simple office treat- 
ment by electrotherapy. I believe if the 
profession as a whole will take care of 
these infections of the cervix in younger 
women, the incidence of malignancy of the 
cervix will be materially lessened. 


Dr. Long: 1 am very delighted to have 
so much discussion upon this problem be- 
cause it seems important to me. I am glad 
that Dr. Wilson emphasized in this discus- 
sion that the disease is too prevalent. We 
all know that the five year cures of 
carcinoma of the cervix in all classes runs 
between twenty-two and twenty-five per 
cent, but, where amputation before de- 
velopment of cancer is done they live in 
about one hundred per cent of cases. The 
discussion has been principally on biopsy, 
which as Dr. Livermore remarks, is a defi- 
nite problem. It is so much of a problem 
that I feel we have to be certain about it. 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 115 


In other words, are any of us, including 
Dr. Livermore, so absolutely certain in our 
diagnosis that we can carry out radical 
measures which means entire removal of 
the uterus and the surrounding lymph 
nodes or extensive radiation. So I feel 
that even in seemingly evident cases that 
a small superficial biopsy is not only of 
important diagnostic value but also im- 
portant to the patient before radical meas- 
ures be carried out. I do not agree that we 
should wait; I do not believe that these 
cases should be allow. to run along until 
the early carcinoma becomes a border-line 
carcinoma. With treatment by radium the 
early case has an eighty per cent chance in 
five years, while the border-line case has 
a twenty per cent chance of being alive in 
five years. I feel that justifies small biop- 
sies in suspicious cases. I am afraid one 
gentleman did not understand about am- 
putating the cervix. If there is a distinct 
question of carcinoma of the cervix, a 
small biopsy should be taken, and frozen 
section done at the time, before you decide 
to do an amputation or apply radium. In 
other words, amputation is a most inade- 
quate procedure for cancer that is already 
present. It is ineffective in the treatment 
of even early cancer. The dangers about 
the use of biopsy and cauterization are, 
first, the fact that the carcinoma extends 
beyond the productive inflammatory area 
which shields carcinoma and also inter- 
feres with the lymphatic vessels; it de- 
stroys the tissue immediately around the 
recognized carcinoma, but, frequently, 
there has been further metastasis, even in 
the early carcinoma of limited surface. I 
do not feel that it is justified to apply heat 
that does not extend out into the tissue, 
whereas heat if properly applied includes 
all lymphatic drainage area. If operation is 
performed, as has been mentioned, where 
that does not include radical complete hys- 
terectomy it does not remove the sur- 
rounding lymphatic drainage, which as 
has been pointed out, have metastasis in 
forty-five per cent of the early cases. 
There are two more points I want to men- 
tion. The first is the question of the 
rather general use of biopsy. If a man is 
not doing any more careful work than to 
avoid the use of a speculum in question- 
able cases of carcinoma, then I would feel 
that he has not made a sufficient exami- 
nation to make a biopsy. There is no ques- 
tion but that the capable obstetrics being 
done at the present time and the use of 
the electro-coagulation cautery, etc., have 
done a great deal to reduce inflammatory 
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lesions of the cervix. Amputation should 
be limited to the rather large number of 
cervices that have decided hyperplasia. 


4). 
Vv 





PAY YOUR DOCTORS 





The good doctors of this community are de- 
serving of prompt reward for faithful services 
rendered. These “servants of humanity” are the 
worst imposed upon set of professional men 
known. It is just as necessary that you pav your 
doctor as your grocer. The depression has hit 
the doctor harder than it has anyone else. He 
handles less money than he ever handled before. 
If you owe your doctor anything, pay him some- 
thing on account—you may need him soon.—Eu- 
faula Indian Journal. 


We fully agree with the above. Probably the 
lawyers and ministers are giving away some of 
their services but you do not hear of a banker, 
grocer, dry goods man, plumber or carpenter, 
looking after people who are down and out. Mc- 
Intosh county, since the writer has been a child, 
has been blessed with unusually good physicians. 
The mere fact that it is a “country town” means 
nothing. The doctors in that county, as a rule, 
are fairly above the average, and the writer 
happens to know that they are carrying more 
than their share of the effects of the depression, 
and they will continue to carry them, therefore, 
we say to this kind estimate of the medical pro- 
fession in that county—Amen. 


0. 
0 


RELATION OF PRIVATE MEDICAL PRAC- 
TICE TO PUBLIC HEALTH IN EUROPE 


Frank G. Boudreau, Geneva, Switzerland (Jour- 
nal A. M. A., August 27, 1932), reports the re- 
sults of a study which shows that in the principal 
European countries today, society is recognizing 
to an ever increasing degree its public responsi- 
bility for the health of all classes. The public 
authorities are laying increasing emphasis on the 
adequate provision of medical treatment as the 
basis of the public health. The private practi- 
tioner is being drawn yearly into a closer relation 
with the government and its public representa- 
tive authorities. No difference of opinion can be 
held as to these facts. This change in the rela- 
tionship between society and the doctor has from 
time to time created friction and dissatisfaction, 
usually most intense at the beginning of any 
social or medical reform. This dissatisfaction 
has died down, as a general rule, with the pass- 
age of time and the introduction of modifications 
suggested by practical experience. The least dis- 
satisfaction is found where the medical profes- 
sion is conversant with public social and medical 
problems and is united into strong but not narrow 
professional groups, and where the public authori- 
ties keep the doctors in touch with the purposes 
of their proposals. In the countries where so- 
ciety has made the greatest demands on the doc- 
tor, where the old forms of private practice have 
most diminished and where the socialization of 
medicine has made the greatest progress, the 
moral and material position of the doctor has not 
visibly suffered. On the contrary, he is often 
more highly regarded and his reward is relative- 
ly greater in proportion to the heavier but more 
honorable social responsibilities which he has 
been called on to assume. 








CHOLELITHIASIS* 


1. B. OLDHAM, Sr., M.D. 
MUSKOGEE 


ETIOLOGY—CLIMATE AND TEMPERATURE 


There can be no doubt that climate and 
temperature have some influence on the 
formation of gallstones, as they are com- 
paratively rare in hot climates, and be- 
come much more common in cold coun- 
tries. Cold and damp have some influence 
in causing catarrh of the gall-bladder. 


Sex—Sex is an important predisposing 
factor, as the condition is found, when 
large numbers are compared, three times 
as often among women as among men. 
Females, oftener than males, are the vic- 
tims of constipation, faulty methods of 
clothing, sedentary habits, lax abdomens, 
tumors, and tight lacing; pregnancy, also, 
is a frequent factor. 


Age—As to age, in a series of statistics, 
it is found that 75 per cent of cases occur 
after forty years of age, and 25 per cent 
under this age. The largest number are 
met with between fifty and sixty. Under 
twenty there is only about 1 per cent. 


Race—With regard to race, it may be 
said that negroes seldom suffer, and the 
same is true of the Egyptian. The natives 
or India are about half as prone to the af- 
fection as the white inhabitants. England 
and America are about equal, with ap- 
proximately a 7 per cent incidence. The 
people of Russia, Sweeden, Hungary, Aus- 
tria and Germany yield the highest per- 
centage of sufferers. 


Heredity—Heredity is held by some to 
play an important part, and by others to 
be quite negligible. The tendency to gout, 
obesity, indigestion, and indolent habits 
may constitute family characteristics, and 
afford some foundation for the belief in 
the heredity of gall-stones, as such persons 
are predisposed to the complaint. 


Occupation—Occupations play an im- 
portant role, as the sedentary, such as 
clerks, writers, certain kind of business 
people, inmates of asylums, homes for the 
aged, and workhouses, yields a larger per- 
centage of victims than those leading an 
active life. 


Diet—Diet is a factor in the production 
of gall stones, more by indirect than direct 





*Read before a joint meeting of the Muskogee 
and Okmulgee-Okfuskee County Medical Societies, 
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influences. Errors in diet may cause in- 
testinal trouble and, eventually, chole- 
cystitis, the chief cause. Excessive eating 
is causative in this way. It has been stated 
by some that starchy foods favor the form- 
ation of gall-stones, while a protein diet 
has the opposite effect. It must be remem- 
bered that in countries where rice is the 
main article of diet the disease is rare; 
and in temperate and cold climates where 
more meat is consumed it is more common. 
The free use of fats is said to be a cause, 
but the excessive consumption of fats is 
liable to cause a catarrhal condition of the 
intestinal mucosa. Upon the whole, there- 
fore, it is a question mainly of the exces- 
sive use of any food and abuse of alcoholic 
beverages rather than the kind. The re- 
stricted intake of water is certairily causa- 
tive. In a word, everything that favors 
stagnation of the bile favors the produc- 
tion of gall-stones. 


Exciting Cause: The Organisms—Bac- 
teriology—It is now admitted that the 
gall-bladder or intra-hepatic tubes must 
first become infected. 


The organisms responsible for this con- 
dition are the colon bacilius, the bacillus 
typhosus, and mild strains of the strep- 
tococcus and staphylococcus. An inflam- 
mation results, which in turn favors the 
formation of the calculi. It is now observ- 
ed that severe and acute inflammatory 
processes do not give rise to gall-stones so 
readily as mild and chronic inflamma- 
tions. Mere obstruction in the flow of the 
bile is not alone effective, for there must 
be a catarrhal inflammation and an over- 
production of cholesterin. 


Distribution in the Body — There has 
been much discussion over the route by 
which the bacteria reach the biliary tubes 
and the gall-bladder. By some they are 
thought to pass up the common and cystic 
ducts to the gall-bladder, or the hepatic 
ducts into the liver, in the instances where 
calculi have been found in these ducts. 
There are objections to this ascending 
theory, such as the bacteria making their 
way against the flow of bile, and the ex- 
cape of the pancreatic duct which com- 
municates with the ampulla, as does the 
common duct. Others have suggested that 
the organisms are carried to the liver by 
the blood stream. This would explain 
those cases of calculi in the intrahepatic 
ducts. Bilirubin calcium calculi may form 
in the intrahepatic ducts and be carried by 
the bile into the gall-bladder, constituting 
the neuclei around which the cholesterin 
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gathers. These infective inflammations 
lead to the excess formation of bilirubin 
calcium and cholesterin; and these ele- 
ments, with the coloring matter of the 
bile, mucus and broken down cells, com- 
bine in various proportions to produce the 
different types and sizes of biliary calculi. 


Diagnesis—The essential consideration 
in diagnosis is the differentiation of he- 
patic colic from other forms of abdominal 
pain. 

Gastralgia is usually relieved by vomit- 
ing, and may be traced to errors in diet. 
It is not often accompanied by vomiting, 
and there is not the same degree of col- 
lapse. In gastralgia the patient usually 
lies in the prone position, but in gall-stone 
colic the tendency is to roll about. 


In gastric and duodenal ulcer there is 
the definite relation of the pain to the tak- 
ing of food in these conditions. In gastric 
ulcer blood may be found in the vomit, 
and in the stools in duodenal ulcer. In both 
there is an absence of jaundice, distension 
of the gall-bladder, or calculi in the stools. 


In lead colic there is obstinate constipa- 
tion, the blue line on the gums, the pres- 
ence sometimes of wrist-drop, and the his- 
tory of an occupation that makes lead- 
poisoning a probability. 

Renal colic is characterized by the di- 
rection of the pain down into the genitalia, 
the presence of blood or pus in the urine, 
and the passage of a calculus in the urine. 
There is also the absence of the signs due 
to biliary obstruction. 


The crisis of locomotor ataxia are ac- 
companied by the other symptoms of the 
disease, such as the ataxia, the condition 
of the pupils, the loss of the knee-jerks, 
and the inco-ordination of movements. 

Mucous colitis can be differentiated 
from other conditions by the nervous 
symptoms, and the occurrence of the mu- 
cous casts in the stools. 

Appendicitis is found present in about 
30 per cent of gall-stone cases, and gall- 
stones are found in about 10 per cent of 
appendicitis cases. The four cardinal 
symptoms of appendicitis, namely, tender- 
ness at McBurney’s point, elevation of 
temperature, rigidity of the abdominal 
muscles, and vomiting, should prevent 
mistakes. 

Acute pancreatitis is known by the sud- 
den onset, the severe pain, the marked 
tenderness, persistent vomiting, profound 
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collapse, epigastric distension, and the 
absence of indican, leucin and tyrosin from 
the urine. 


End Results of Gall Stones—Gall stones 
play sundry freaks with the patient. There 
may be numerous or only one stone in the 
gall bladder. Typical gall stone colic is an 
attempt of the gall bladder to empty it- 
self; the gall stones may be small’ enough 
to become impacted in the cystic duct, pre- 
venting the emptying of the gall bladder, 
resulting in excess secretion of mucous, 
mingling with the bile and terminating in 
an acute cholecystitis. Again, there may 
be one or more large stones in the gall 
bladder that may float around in the gall 
bladder for an indefinite time, giving no 
symptoms ; however, the single large stone 
may drop down over the mouth of the 
cystic duct, acting like a ball valve, pre- 
venting the emptying of the gall bladder, 
which, at times, is relieved by vomiting. 
Action of the diaphragm changing the 
position of the stones allow the gall blad- 
der to empty. Where the gall stones are 
confined to the gall bladder alone, jaun- 
dice is seldom encountered ; however, jaun- 
dice may follow an attack of gall bladder 
colic, being a result of congestion of the 
common duct, Where the common duct is 
obstructed by stones jaundice persists. A 
great many people suffering with gall 
stones never die from this disease, the gall 
stones being revealed on autopsy. Where 
complete obstruction of the cystic duct 
exists there are several peculiar freaks of 
nature in attempting to relieve this con- 
dition. One of the most common is break- 
ing down of the gall bladder wall, result- 
ing in rupture into the abdominal cavity, 
terminating in a general peritonitis. An- 
other, where the degree of infection is 
mild the gall bladder may atrophy and the 
stones become incysted. The gall bladder 
may become attached to the small intes- 
tine, resulting in a fistula opening drain- 
ing the ball bladder into the intestine or 
may become attached to the anterior ab- 
dominal wall and drain through the wall. 


Treatment—We are familiar with the 
long existing palliating treatment of gall 
stones. Large doses of olive oil have long 
been used by some of the profession and 
the laity under the erroneous notion that 
it would dilate the biliary ducts sufficient- 
ly to allow escape of the stones. They will 
report to you that numerous greenish gall 
stones were passed. These greenish stones 
are usually green soap. In my opinion, 
surgical treatment is the safest procedure 
in gall stones. It has long been a disputed 


question as to which procedure is best, the 
cholecystectomy or cholecystotomy. The 
objection to cholecystotomy is that many 
of these patients return for a second op- 
eration. The operation of choice at the 
present time is cholecystectomy. I wish 
to report three cases of ruptured gall 
bladder. 


1. Mr. “A,” age 55 years, with no prev- 
ious history of gall bladder disease, lived 
in the country, being a country merchant. 
On Wednesday, he ate a large amount of 
cabbage; shortly afterwards seized with 
an acute pain in the abdomen, made his 
own diagnosis of acute indigestion and 
did not call a physician until Friday. When 
I saw him first he had a temperature of 
102, distended abdomen, very tender over 
the region of the gall bladder, and I made 
a diagnosis of ruptured gall bladder; 
brought him to the hospital and opened 
the abdomen and found the gall bladder 
unprotected with numerous gall stones in 
the bile in the peritoneum cavity, with a 
result of general peritonitis. This patient 
died within twenty-four hours. I reported 
this case to remind us again that a rup- 
tured gall bladder, like all other perfor- 
ated viscus demands prompt operation. 


2. Mr. “B,” age 40 years, had had num- 
erous attacks of gall stone colic. When 
brought to the hospital he was completely 
jaundiced and had been so for many 
weeks; clay-colored stools, very sensitive 
over the gall bladder region. This case was 
diagnosed as gall stones with obstruction 
of the common duct. He was operated and 
found with a perforated gall bladder with 
a large nest of stones just outside the 
fundus of the gall bladder wall, walled off. 


In dissecting gall bladder from the liver, 
found a large nest of stones that had per- 
forated the posterior wall of the gall blad- 
der and were encysted between the gall 
bladder wall and the liver. Three large 
stones were found in the common duct. 
The gall bladder removed, common duct 
opened and the stones expelled and fish- 
tailed rubber tube sutured into the com- 
mon duct. This patient made an uninter- 
rupted recovery. 

3. Mrs. “C,” age 45 years; house wife. 
About twenty years ago had a spell of 
severe pain in the right side, ranging to 
the back. No history of other attacks until 
November 29th, 1931. Had cramp colic 
and very severe pain followed by jaundice 
after the fourth day. These attacks were 
associated with chills and fever. About 
two weeks after the attack began had a 

















large mass in region of gall bladder which 
persisted for several weeks, still having 
chills and fever and jaundice. After about 
four weeks this mass disappeared. At this 
time stools were clear color and contained 
a lot of mucous; chills and fever subsided 
and recovery apparently begun, jaundice 
disappeared. Two weeks following this, 
jaundice recurred accompanied by chills 
and fever and a mass apparently under the 
skin over the gall bladder, accompanied 
by redness and swelling, and, after a few 
days, was opened, discharging pus and 
bile. This continued until she was brought 
to the hospital on April 4th. Diagnosis of 
gall stones with a previous communica- 
tion with the gall bladder with the small 
intestine followed by closure of this open- 
ing and rupture of the gall bladder 
through the abdominal wall. X-ray of the 
gall bladder demonstrated to me gall 
stones. The report of the roentgenolegist 
is as follows: “Studies of patient’s gall 
bladder region following ingestion of the 
dye demonstrates at two hours a large 
shadow in the region of the gall bladder 
with a peculiar mottling, which may be 
indicative of stones. If this is the gall 
bladder it is enormous in size.”’ I pause 
here to state that we all know that where 
the cystic duct is completely occluded it is 
practically impossible to get a bladder 
shadow; however, in this case, the bile 
evidently had access to the gall bladder 
but its only escape from the gall bladder 
was through the sinus tract through the 
abdominal wall. On operation, the gall 
bladder incision, after going through the 
fat, found the fascia very much infiltrated, 
covering the entire length of the incision. 
Upon opening the fascia, found a number 
of small gall stones extravasated in the ab- 
dominal wall. Much to my surprise, upon 
entering the peritoneum I had no diffi- 
culty in separating the adhesions from the 
gall bladder, inflammation evidently hav- 
ing subsided to some extent, causing the 
reduction of the size of the gall bladder, 
elongating the sinus communicating with 
the abdominal wall, the sinus being about 
one inch long from the fundus of the gall 
bladder. 


The gall bladder was found packed with 
stones and diverticulum of the gall bladder 
was adhered to the small intestine and 
packed with stones. The gall bladder was 
opened and stones extracted from the gall 
bladder down to the cystic duct. The cys- 
tic duct was distended and filled with 
small stones and three stones impacted at 
the juncture of the hepatic cystic and 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 119 


common ducts. These stones were remov- 
ed, the opening in the diverticulum was 
large enough to introduce finger. The 
stones in this diverticulum were pressed 
out from below, and a small rubber cathe- 
ter used as a probe inserted through the 
diverticulum communicating with the 
small intestine. This catheter was also 
used as a probe, exploring the common 
duct, demonstrating after the removal of 
the stone, the duct was patent. The gall 
bladder was severed about one-half inch 
above the cystic duct opening in diverti- 
culum and sutured over, leaving the com- 
mon duct and diverticulum intact. Wound 
was closed with a small rubber tissue 
drain in the opening of the gall bladder. 
Patient drained an immense amount of 
bile through this drain for seven days, 
when the drain was removed. Sutures re- 
moved on the eighth day. After forty-eight 
hours, drainage was _ re-established 
through the wound for three days. Since 
that time the stool became dark and the 
jaundice began to clear up. Patient has 
made a good recovery. 
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AGE OF FIRST MENSTRUATION IN MOTH- 
ERS AND DAUGHTERS 





Harley N. Gould and Mary Raymond Gould, 
New Orleans (Journal A. M. A., April 16, 1932), 
report that in a group of women of two gener- 
ations, chiefly from the Gulf Coast region of the 
United States, the daughters experience an onset 
of the first menses about three and one-third 
months, earlier, on the average, than the mothers. 
The age of the mother at first menses has a 
demonstrable effect on the appearance of the 
function in the daughter. The ages of the propo- 
sitae at the first menses are correlated with those 
of their sisters. The effect of a warm climate on 
the appearance of first menstruation is not dis- 
cernible. The groups studied were not large 
enough to show any very certain influence of the 
nationality of the ancestors. 





oO 
0 


VALUE OF NEUROSURGERY IN CERTAIN 
VESICLE CONDITIONS 





James R. Learmonth, Rochester, Minn. (Journal 
A. M. A., Feb. 20, 1932, gives a review of the 
nerve supply to the bladder and describes the 
method of exposing its sympathetic nerves. He 
considers sympathetic neurectomy indicated in 
cases of vesical paralysis, in which the lesion is 
situated in the parasympathetic pathway, and the 
sympathetic pathway is intact. The patient must 
be continent and renal function satisfactory. Sym- 
pathetic neurectomy, alone or combined with a 
local procedure, has proved efficacious in dealing 
with spasmodic conditions of the neck of the blad- 
der. Sympathetic neurectomy will relieve pain 
due to painful contractions of the bladder in about 
50 per cent of cases; it does not directly relieve 


frequency. 
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MEDICAL GYNECOLOGY* 





R. J. CROSSEN, A.B., M.D. 
Department of Obstetrics and Gynecology, 
Washington University 
ST. LOUIS, MO. 





The topic, Medical Gynecology, offers a 
wide latitude of choice, and in considering 
what phases of the subject would be of 
most value to you, I selected conditions 
which do not respond to the usual treat- 
ment. We have all had cases of obstinate 
benign bleeding and intractable vaginal 
discharge which have had us at our wits 
end as to what to do next. These are the 
types of cases which I propose to discuss. 


In the discussion of benign uterine 
bleeding, I shall not attempt to include 
organic lesions, constitutional diseases, or 
conditions causing bleeding during preg- 
nancy. The time will be devoted to func- 
tional bleeding, as this is the type in 
which the newer knowledge of pelvic phy- 
siology has its greatest application. In no 
other field of gynecology has such a con- 
sistent advance been made. As our ideas 
of pelvic physiology have been changed or 
clarified by animal experimentation, at- 
tempts have been made to apply this know- 
ledge clinically. Any discussion of func- 
tional uterine bleeding, of necessity, re- 
quires a brief review of the experimental 
and clinical facts leading up to our pres- 
ent conception of pelvic physiology. 

In 1849, Berthold showed that the sec- 
ondary changes caused by castration of 
cockerels could be avoided by auto-trans- 
plantation of the excised testicle in the 
castrated cockerels. Very little was added 
to this knowledge until 1896, when Knauer 
succeeded in preventing atrophy of the 
uterus in castrates by implantation of the 
ovary. Halban, in 1900, demonstrated 
that the anatomical and physiological de- 
velopment of the genital organs is govern- 
ed by the endocrine function of the ovary. 
He caused normal puberty changes in im- 
mature castrated guinea pigs by implant- 
ing the ovaries subcutaneously at the time 
of castration. In 1904, Simon demon- 
strated the importance of the ovarian in- 
terstitial tissue. He examined the trans- 
plants in which the ovarian grafts had 
been successful functionally and found 
that the follicles had degenerated. From 
this fact he concluded that the success of 





*Paper given during Post-Graduate Lecture under 
auspices of Oklahoma University. 


the transplants was not entirely due to the 
ova-producing mechanism. 


An accurate method for measuring the 
phases of the sexual cycle in laboratory 
animals was discovered in 1917 by Stock- 
ard and Papanicolaou. They ascertained 
that ovulation in the guinea pig is accom- 
panied by marked hypertrophic changes 
in the vaginal epithelium which are easily 
detected by microscopic examination of the 
vaginal smear. The importance of this dis- 
covery becomes obvious when one realized 
that most of the subsequent research work 
on the ovarian hormone was done in lab 
oratory animals and, the estimation of re- 
sults was dependent upon this test of func 
tion. This test was confirmed in other 
animals by Allen, Long and Evans, and by 
Pelkan. In animals showing periodic sex- 
ual signs and symptoms such as the dog, 
cat, and pig, this test is not needed, nor 
is it necessary in the monkey, where men- 
struation occurs. 


Probably the most significant contribu- 
tion to the complex problem of ovarian 
endocrinology was made by Allen and 
Doisy in 1922. They found that an extract 
of follicular fuild, when injected into a 
castrated mouse caused changes in the 
vaginal discharge characteristic of begin- 
ning oestrous. Not only did they discover 
this hormone, but they also developed a 
simple, specific biological test for it, and, 
later standardized the potency of the ex- 
tract in rat units. In 1926, Doisy succeed- 
ed in isolating the crystalline form of this 
hormone and he named it theelin. A few 
months later, Butenandt, in Germany, 
working independently, also succeeded in 
isolating the follicular hormone in the 
crystalline form. 


This oestrous producing hormone has 
now been found in the urine, blood, milk 
and feces of pregnant women, in men- 
strual blood, in the blood of the new-born 
child, in the blood and urine of males, and 
in many plants. 


The enthusiasm over Allen and Doisy’s 
work caused many workers in this field to 
forget the importance of the corpus lu- 
teum as an internal secretory organ. Some 
went so far as to claim that the folliculin 
was the only hormone of the ovary, and 
Frank suggested that it be called the fe- 
male sex hormone. 


Probably the first to suggest that the 
corpus luteum elaborates an internal se- 
cretion was Gustav Born. He noted that 
in the first days of pregnancy, a decidua! 
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reaction occurs in the stroma cells of the 
endometrium. As these changes _ pro- 
gressed, the corpus luteum, instead of un- 
dergoing retrogression, continued to en- 
large and reach its peak at the time when 
the placenta was beginning to form. He 
suggested that the internal secretion of 
the corpus luteum prepared the endome- 
trium for the reception of the fertilized 
ovum. Born died before proving his 
theory, but the work was continued by L. 
Fraenkel, who in 1903, proved Born’s hy- 
pothesis and showed conclusively that 
pregnancy could not continue in rabbits 
when the corpus luteum was cauterized or 
removed within six days after coitus 
(ovulation). 

In 1907, Leo Loeb showed that the cor- 
pus luteum sensitized the endometrium so 
that irritation of any kind will cause de- 
cidual changes. In order to cause ovula- 
tion and subsequent formation of corpora 
lutea in guinea pigs, without coexisting 
pregnancy, he mated the females to vasec- 
tomized bucks. Using these females after 
an unfertilized ovulation, he inserted a 
foreign body into the uterine cavity on 
the day when the embryos would have be- 
come implanted if the animal had been 
pregnant. In each instance a tumor of 
decidual cells formed at the site of the 
irritation. This result could not be obtain- 
ed at any other time in the cycle, nor could 
it be obtained if the corpora lutea were 
cauterized or removed. 


In 1929, Corner proved conclusively the 
dual secretory function of the ovary and 
established a test for the corpus luteum 
hormone. He cauterized the corpora lutea 
in rabbits, twenty hours after mating, at 
which time the fertilized ova are in the 
tubes. No decidual changes occurred in 
the endometrium and none of the embryos 
lived after the fifth day. This demon- 
strated again the dependence of the endo- 
metrium on the corpus luteum for produc- 
tion of the progestational changes. Corner 
then proposed the following test for the 
presence of the corpus luteum hormone. 
A doe rabbit is mated and eighteen hours 
later is subjected to the removal of both 
ovaries and a small piece of the uterus, to 
be used for control. Corpus luteum ex- 
tract is then administered daily for five 
days and on the sixth day the animal is 
killed. The embryos are recovered if pres- 
ent and a microscopic section of the uterus 
is compared with the section removed at 
castration. With the administration of 
corpus luteum extract the endometrium 


undergoes changes indistinguishable from 
characteristic progestational changes 
present on the fifth or sixth day of a nor- 
mal pregnancy. When this test is repeat- 
ed using follicular fluid instead of corpus 
luteum extract, no progestational changes 
occur. 

Hisaw has recently isolated a crystalline 
and a non-crystalline fraction from an 
extract of cow corpora lutea. The former 
fraction causes relaxation of the pelvic 
ligaments, characteristic of pregnancy, in 
guinea pigs, and the latter fraction causes 
characteristic progestational changes in 
the endometrium. 

Certain other facts pertaining to the 
corpus luteum hormone are of interest. 
Its inhibitory influences on menstruation 
and ovulation is shown by the following 
clinical and experimental observations. In 
cattle, persistence of corpora lutea pre- 
vents ovulation and causes sterility, both 
of which are corrected when the corpora 
lutea are destroyed. Experimentally oes- 
trous and ovulation can be prevented by 
injection of corpus luteum extract. It is 
evident then that the follicular fluid and 
the corpus luteum extract have an antag- 
onistic effect, however, when they are 
given in the proper time relation in pro- 
moting normal menstruation and ovula- 
tion, their effects are synergistic. 


This teamwork between the follicle 
hormone and the corpus luteum hormone 
has been demonstrated in numerous ways. 
Corner and Hartman, working separately, 
found that in primates, there are two 
types of menstruation, one in which ovula- 
tion does not occur, and one in which 
ovulation does take place. With the form- 
er type of menstruation, there are no pre- 
menstrual changes in the endometrium, 
while in the latter type, where there is a 
corpus luteum present, typical premen- 
strual changes occur. The follicular type 
of cycle is the one present in the lower 
type of animals like the rat and the pos- 
sum, while in higher animals such as the 
monkey, the corpus luteum plays an in- 
creasingly important role. In man, the 
follicle-corpus luteum cycle predominates, 
but occasionally there is a reversion to the 
follicular type. This occurs most frequent- 
ly at the two ends of the menstrual life, 
namely, puberty and at the climacteric 
period. Corner and Hartman injected fol- 
liculin into castrated monkeys and caused 
uterine bleeding. On examination of the 
endometrium of these monkeys, however, 
they found no premenstrual changes. This 
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has also been done in women by Werner, 
with the same findings. Corner then gave 
a castrated monkey a series of folliculi in- 
jections, followed by a series of corpus 
luteum injections and in this way produc- 
ed a true menstruation with typical 
changes in the endometrial glands. Hisaw 
confirmed these findings and he and Leon- 
ard sum up the conclusions thus: “The 
function of the follicular hormone seems 
to be that of putting the uterus in the 
proper physiological condition so that it 
can respond to the action of the corpus 
luteum hormone. Neither of these sub- 
stances can produce progestational pro- 
liferation in the castrate uterus when 
given alone. If, however, the uterus is 
first brought into the condition typical of 
oestrous through the injection of follicular 
hormone and is followed immediately by 
corpus luteum injections, progestational 
proliferation results.” 


The next important advance in sex 
physiology was the demonstration of the 
fact that the anterior lobe of the pituitary 
gland controls ovarian function. Long and 
Evans had produced luteinized atretic 
follicles and had delayed oestrous and 
ovulation by injection of alkaline extract 
of beef pituitary. Smith and Engle caused 
true ovulation and luteinization of atretic 
follicles coupled with growth to a degree 
of gigantism, by repeated anterior lobe 
pituitary transplants in immature mice. 
It was soon discovered that large amounts 
of anterior lobe pituitary hormone are 
excreted in the urine of pregnant women. 
This, as you know, led to the development 
of the Ascheim-Zondek test for preg- 
nancy. 


The conclusions from the study of the 
anterior lobe of the pituitary are that 
there are four hormones concerned: (1) 
prolan A, which causes follicle ripening, 
(2) prolan B, which causes luteinization 
of the follicles, (3) a growth hormone, 
(4) a metabolic hormone. We have then 
in the anterior lobe of this gland, the mo- 
tivator of the ovary. Prolan A starts fol- 
licle ripening and incites the theca cells to 
produce folliculin, which in turn induces 
the growth phase of the endometrium. 
Prolan B changes the granulosa cells to 
lutein cells and incites them to produce 
progestin, which in turn causes the pre- 
menstrual secretory phase of the endo- 
metrium. In the hormone, as obtained 
from the urine of pregnant women, the 
prolan B is predominant. 


The importance of the normal thyroid 


activity for proper functioning of the sex- 
ual glands cannot be _ over-estimated. 
Whether the action is a specific one on the 
ovaries or the pituitary gland, or whether 
the results are due to a general effect on 
metabolism, has not been entirely estab- 
lished. Many cases of amenorrhea, menor- 
rhagia, and sterility are largely depend- 
ent on hypothyroidism and they are re- 
lieved by thyroid administration alone. 


Little is known concerning the relation 
of the mammary glands to ovarian and 
uterine function, but that there is some 
definite relation, is evidenced by the in- 
creased activity of the breasts during 
pregnancy and from cases of lactation 
atrophy of the uterus. Empirically en- 
larged and painful breasts have been noted 
with administration of mammary sub- 
stance, and Cutler has noted that adminis- 
tration of ovarian substance relieves 
tender breasts at the menstrual time. Ex- 
perimental work is now in progress which 
we hope will elucidate this relationship. 


In the past five years great strides have 
been made in the problem of therapy from 
a theoretical standpoint, application of the 
knowledge gained in the experimental 
field to human beings, however, has until 
recently, met with very little success. Rea- 
sons for this disparity of results are mani- 
fold. Some of the more important are the 
following: differences in body weight be- 
tween experimental animals and human 
beings, impure products, confusion of in- 
dications for treatment, and an absence of 
criteria for estimating results. 


Certain endocrine products have now 
been refined and give good results often 
enough to warrant a trial when indicated. 
Those most helpful in functional uterine 
bleeding are thyroid, anterior lobe pitui- 
tary hormone, lipoid extract of the corpus 
luteum, and empirically mammary sub- 
stance. 


These cases should be divided for the 
purpose of treatment into three groups, 
those at puberty, those during sexual life, 
and those at the climacteric period. 


At puberty the follicular type of men- 
struation is not uncommon. You probably 
have all had cases of persistent bleeding 
in young girls. The reason for this type of 
menses is evident when we remember that 
the ovaries are filled with developing fol- 
licles and before the first menses there is 
no corpus luteum present. Even after the 
child has had several periods, there may 
still be an excessive amount of follicular 
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fluid present in comparison to the amount 
of corpus luteum hormone. The child may 
have normal menses and suddenly have 2 
profuse prolonged period, due to a tem- 
porary reversion to the follicular type of 
cycle, in which ovulation has not occurred 
and hence the inhibiting effect of the cor- 
pus luteum is absent. Sporadic incidences 
of this type may occur at any time in the 
sexual life of a woman, but they are most 
common at the two ends of the sexual life, 
namely puberty and the climacteric. 


The treatment is clear when the etiology 
is understood. The inhibiting effect of the 
corpus luteum is absent hence corpus 
luteum must be supplied. This may be ac- 
complished in two ways. First, we can 
cause the formation of corpora lutea in the 
patient’s ovaries by injection of the anter- 
ior luteinizing hormone, or second, we can 
supply the lipoid extract of the corpus 
luteum. In either case, the patient is sup- 
plied until conditions are favorable for the 
establishment of the normal mechanism of 
ovulation and corpus luteum formation. 
Lipo-lutein should be tried first and if the 
case does not respond, the anterior lutein- 
izing hormone may be tried. Theoretically, 
this order of procedure should be revers- 
ed, but I recommend this order of trial for 
the following reasons. First, antuitrin S 
is expensive, second, its administration is 
painful to the patient, and lastly, there is 
danger of luteinizing all of the follicles in 
young women by large doses or long con- 
tinued treatment. As you know, the lipo- 
lutein acts on the uterus only, while the 
antuitrin S procures its effect on the en- 
dometrium indirectly through its action on 
the ovary. Near the menopause, where 
persistent follicles are forming without 
rupturing, corpus luteum should be tried. 
If not successful, it is sometimes advisable 
to stop follicle formation by radiation of 
the ovaries or the pituitary gland, but this 
angle of the subject wili not be discussed 
in this talk, as it is a whole subject in it- 
self. Suffice to say that in young women, 
who do not respond to endocrine therapy, 
plus dilatation and curettage, small doses 
of radium may be tried. In women in the 
menopause, radium is usually the method 
of choice. 


The question of curettage is one which 
must be decided in each case. Its purpose 
is to remove the hyperplastic endometrium, 
which is almost invariably found in cases 
of this type, so that a normal one may re- 
form under the influence of endocrine 
therapy. In cases near the menopause it 


should always be done, because of the add- 
ed necessity of eliminating carcinoma of 
the fundus. In younger women, when the 
clinical response to endocrine therapy is 
prompt, curettage is not necessary. 

A basal metabolism test is very import- 
ant and variations from normal should be 
corrected by proper medication. Thyroid 
administration alone sometimes brings 
about the normal sexual mechanism. 


| felt that a brief summary of the his- 
tory, treatment, and course of several 
cases, representing the different types of 
symptoms referable to endocrine disor- 
ders, would be more helpful than the mere 
recitation of groups of typical symptoms. 

The first group of cases presents dif- 
ferent types of menstrual disturbances. 
The first two cases show the follicular 
type of cycle in which there is profuse 
bleeding at the time of menstruation. No 
ovulation takes place and hence no corpus 
luteum is formed. The endometrium in 
these cases shows a hyperplasia and is 
entirely devoid of the usual premenstrual 
changes which occur when a corpus lute- 
um is present. 

The first case is given in detail, because 
she was in the hospital under careful ob- 
servation and also because she was cured 
when the correct treatment was given, 
while she failed to stop flowing on the 
usual measures. 

M. K. Children’s Hospital. A-1186. Age 14. 
May 1, 1931. 

Past History—Patient has had a _ rheumatic 
heart disease since 1925, with occasional periods 
of decompensation. Has had to be in hospital for 
long periods of time because of heart condition. 


Present Illness—Patient began to menstruate 
for first time three weeks ago, and is still flow- 
ing. For the past week flow has been so profuse 
that pads had to be changed every ten minutes. 


Physical Examination—Uterus forward — not 
enlarged or tender. Adnexae—left ovary slightly 
enlarged, probably due to small, unruptured fol- 
licle. 

Laboratory—Wassermann, negative. Clotting 
time, 2 3-4 minutes. Bleeding time, 12 minutes. 
R. B. C., 4,220,000. W. B. C., 12,500 (concentra- 
tion). 

Heart—No signs of failure present. 

May 1, 1931—Note (R.J.C.) If cardiae condi- 
tion is not causing the bleeding and the clotting 
time is normal, the bleeding is evidently of the 
follicular type which is common in the monkey 
and is frequently seen at puberty and climacteric, 
or the two ends of the menstrual life. Advice— 
lipo-lutein amp., one daily as necessary to control 
bleeding. Check basal later. 


May 2, 1931—Lipo-lutein amp. 1. 
May 6, 1931—Still bleeding a little, but much 
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improved. Bleeding begins to decrease in two 
hours after injection, then stops completely for 
five hours, then gradually recurs. 

May 7, 1931—(R.J.C.) Advice. Corpus luteum 
emplets gr. V, b.i.d. Use lipo-lutein only if cor- 
pus luteum does not control flow. 

May 8, 1931—Bleeding much less. 

May 13, 1931—Bleeding stopped entirely. . 

May 19, 1931—Discharged. 

Interim History—No menstrual period in June 
—discontinue corpus luteum emplets. 

Re-entry—(No June period). Service changed. 

August 4, 1931—Second period started July 18. 
Has been bleeding ever since. The first week, 
the flow only moderate, but since then large 
amounts of blood have been lost, large clots are 
passed and “dozens” of pads are used daily. 

Laboratory—R.B.C., 2,960,000. W.B.C., 11,800. 
C.T., 1 minute. B.T., 7'2 minutes. 

August 4, 1931—Patient given 300 c.c. of citrat- 
ed blood. 

August 5, 1931—Lipo-lutein 1 amp. 

August 6, 1931—Tranfusion 400 c.c. Basal 
plus 7, (Lipo-lutein 1 amp.). Consider retention 
cyst, thyroid disturbances possibly associated with 
heart lesion. 

Diagnosis—(1) Hyperthyroidism. (2) Follicle 
ret. cyst. (3) Constitutional. 

Advice—(1) Rest in bed. (2) Ice cap to lower 
abdomen. (3) Sistomensin gr. % tablet ii, t.i.d. 
(4) Parathyroid gr. 1-10 b.i.d. (5) Calcium lactate 
gr. V or X, t.i.d. 

August 7 ,1931—Lipo-lutein amp. 1. 

August 8, 1931—Lipo-lutein amp. 1. 

August 10, 1931—Has bled very little since the 
seventh. Lipo-lutein discontinued. 

August 13, 1931—Still bleeding. 

August 15, 1931—Transfusion 350 c.c. Still 
bleeding—much less. 

August 18, 1931—Patient getting only sisto- 
mensin—should have calcium and parathormone 
—bleeding almost stopped. 

August 19, 1931—Transfusion. 

August 20, 1931—No more bleeding. 

Patient discharged to O.P.D., where I followed 
her. She was placed on corpus luteum gr. V, b.i.d., 
and her subsequent periods in September, Oc- 
tober and November were normal, so the corpus 
luteum was discontinued. She has_ evidently 
established her regular follicular corpus luteum 
cycle. 

The next case was one in which the same 
type of cycle was present and in which 
curettement was done, followed by corpus 
luteum. 

Vv. W. Age 12. Past history negative. Al- 
ways well. First seen October 27, 1931. 

Menstrual History—First period began July 9, 
1931. Had a normal period. The second period 
was in August and was normal. Third period in 
September normal. 


Present Illness—Eighteen days after the Sep- 


tember period, she began to menstruate again, 
and has been flowing off and on until the pres- 
ent time, or almost a month. She received vari- 
ous types of medication, including thromboplas- 
tin, pituitrin and two ampoules of lipo-lutein by 
her family physician. Because of the continued 
loss of blood, it was felt best to stop the bleeding 
promptly by curettage and then give corpus lu- 
teum to prevent its recurrence. This was done 
and she has had normal periods since. (Pelvis, 
negative). 


The next case represents one in which 
menstrual irregularity was due to thyroid 
deficiency. 

Age 14. January 6, 1932. Past history negative. 

Menses—Began at 11 (usually they begin late), 
but have always been irregular, 21 to 28 days, 
last five days profuse. Pain first two days. 
Only other symptoms were lassitude and consti- 
pation. 


General Examination—No positive findings. 


Pelvis — Uterus two degrees retrodisplaced. 
Otherwise negative. 


Basal Metabolism Test—Minus 18. Started on 
thyroid gr. B.I.D., January 9, 1932. 


Period on January 18th to 22nd. Moderate 
flow. No pain. Feels better, not so sleepy. 
Bowels regular. 


February period—1l6th to 20th. Moderate flow. 
No pain. Still feeling fine. 


Basal—Plus 2. Periods have been normal since. 

The next case is one of primary steril- 
ity. 

Mrs. C. W. Age 21. Married five years. 


Past History—For the past five years, patient’s 
periods have been very irregular. She would skip 
three or four months and then flow for three to 
six weeks. She had two curettements for pro- 
longed bleeding with no permanent relief. The 
last curettement had been five menths before, the 
bleeding stopped for two weeks but she has been 
flowing off and on most of the time since. Ever 
since marriage she has been anxious for children, 
but she had never succeeded in becoming preg- 
nant. The case was evidently an endocrine prob- 
lem. A basal was done and was minus 1l. X- 
ray of the sella tursica and the sugar tolerance 
test were negative. The first problem was to 
get the bleeding stopped, the sterility being of 
secondary importance. 

The patient was started on thyroid gr. 1, twice 
daily for ten days, then once daily. The bleeding 
stopped for two weeks, then started again. Lipo- 
lutein and calcium were tried, because it was felt 
that one grain was an adequate dose of thyroid, 
however, after a month with some bleeding off 
and on, | decided to work the thyroid dose up 
to tolerance and she finally received 2% gr. a 
day. 

The patient had normal periods in December, 
January and February, for the first time in six 
years. 

The tubes were then tested and found open, so 
the patient was told that when the thyroid medi 
cation began to have its full effect, pregnancy 
would probably occur. Her last period was June 
25th, and she delivered the following April. 
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Periods are normal since pregnancy, but patient 
is still on thyroid. 

Under the second topic of intractable 
discharge, I have included, trichamonas 
vaginitis, gonorrheal vaginitis in children, 
and obstinate cases of cervicitis in young 
women. 


The first type is vaginitis in which the 
trichamonas vaginitis is found in large 
numbers. There is considerable discussion 
in the literature as to whether this organ- 
ism itself or the accompanying bacteria 
cause the discharge. I shall not attempt 
to discuss this angle of the problem, as the 
important fact is, that, the finding of 
larger numbers of trichamonads in a sal- 
ine drop preparation of the vaginal secre- 
tions, gives us a method of classifying this 
type of case and indicates the course of 
treatment needed. 


In general, patients with this disease 
give a history of having an irritating, pro- 
fuse, persistent discharge, which has not 
responded to the usual douches and local 
treatments. They have usually been to 
several doctors and have tried many types 
of treatment. Such a history should make 
one think of trichamonas infection. The 
examination reveals a frothy, watery, 
greenish-yellow discharge in the vagina 
and in marked cases over the vulva. 
Speculum examination § reveals small 
hemorrhagic spots on the cervix and va- 
ginai walls. In severe cases, there is ex- 
coriation about the external genitalia and 
the inner aspects of the thighs. 


A diagnosis is easily made by micro- 
scopic examination of a saline drop prep- 
aration of the vaginal secretion. The tri- 
chamonas is an ameboid-like organism, a 
little larger than a pus cell and a little 
smaller than an epithelial cell. They can 
usually be found under the low power by 
watching the field for movement. They 
are very motile in a fresh preparation. 
After the organism is located a high pow- 
er examination clinches the diagnosis. In 
typical cases there are many organisms. 
Occasionally I have found one or two tri- 
chamonads in examining a discharge that 
had none of the gross characteristics of a 
trichamonas infection. In a case of this 
type the trichamonas is probably not the 
cause of the discharge. 


After the diagnosis is made, the ques- 
tion of treatment arises. The reports of 
various men, working on this problem, 
show that green soap, glycerine, weak 
carbolic and methylene blue destroy these 


organisms very rapidly. The treatment 
that I have found very effective in most 
cases is the following: 


The speculum is introduced into the 
vagina and the vaginia is scrubbed 
thoroughly with a piece of cotton soaked 
in a 50 per cent solution of green soap. 
This is repeated once or twice shifting 
the speculum so that all portions of the 
vagina are reached. The soap is then re- 
moved and a solution containing glycer- 
ine, mercurochrome and iodine, is used in 
the same way. These treatments are given 
three to six times a week, depending upon 
the severity of the case. The home treat- 
ment consists of having the patient take 
a douche of one-half teaspoonful of lysol 
to two quarts of water once daily. Afte” 
two or three weeks of treatment, a rest 
period is allowed but douches are contin- 
ued. The patient is then told to return 
just after the next period and to take no 
douches for forty-eight hours prior to her 
return. The secretion is examined again 
at her next visit and if the trichamonads 
are present, the course of treatment is re- 
peated. 


Concerning the results, there are many 
favorable reports in the literature. In 
eighty-three cases, which | have treated 
in the last three years, only two have fail- 
ed to clear up completely. One case cleared 
up for two to three months and then had 
a remission which cleared up promptly 
with further treatment. This patient lived 
out of the city, which made adequate 
treatment difficult. 


A brief review of one of these cases will 
help fix this type of case in your mind. 

The patient was a physician's wife, 37 
years of age. She had five pregnancies. 
There were four children living and well, 
and one child was still-born. The oldest 
child was ten and the youngest three years 
of age. Her chief complaint was a profuse 
vaginal discharge, which had started sud- 
denly in October, 1927, and had persisted 
in spite of treatment consisting of douches, 
conical excision, currettage and excision of 
Skeene’s glands. In March, 1930, the pa- 
tient was referred to me. A saline drop 
prepared showed many trochamonads. As 
the patient lived some distance from the 
city, I outlined treatment to be carried out 
by her physician. Two months later she 
came for examination. She stated that 
shortly after the treatment was started, 
the discharge stopped. This was the first 
time in three years that she had been free 
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from discharge. On questioning her, it 
was found that there was still some dis- 
charge for a few days after the period and 
continuing for two weeks. A letter from 
her husband four months later stated that 
the condition had entirely cleared up. 


During the past six months, I have been 
using an amoebocide, put up in supposi- 
tory form for me by Eli Lily Company, 
called carbosone. It is ideal for treating 
virgins and is effective in the cases which 
do not clear up promptly with the above 
outlined treatment. Although the supposi- 
tories are expensive, this method of treat- 
ment has three distinct advantages. First, 
it is more or less specific, second, it does 
not require office treatment, and third, 
the medication is in contact with the va- 
gina over a longer period of time. 


The suppository is placed in the vagina 
at bed time and usually the medication re- 
mains in the vagina all night. I give a 
course of twelve, beginning with the peri- 
od, extending through the period, and for 
a few days afterwards. This is the best 
time to kill the trichamonads. 


The second type of vaginitis I wish to 
discuss is gonorrheal vaginitis in children. 
Anyone who has treated a large number 
of these cases, knows how difficult they 
are to cure, even under the most advan- 
tageous conditions, The most favorable re- 
ports in the literature, in a series where 
douches or injections were used, the treat- 
ments extended over months before a cure 
was effected. Bernard Notes, of the Chil- 
dren’s Hospital, Washington, D. C., in 122 
cases found 70 per cent gonorrheal and 
30 per cent non-specific. His treatment 
consisted of one per cent sodium bicar- 
bonate and one per cent cresol irrigations 
twice daily, with protein silver antiseptic 
in the acute stage. The average duration 
of the treatment necessary for cure in the 
gonorrheal cases was ten months. For 
non-specific cases, four months was the 
average. He emphasized the importance 
of treating the cervix if it is involved. 


Schauffler, in the American Journal of 
Children’s Diseases, advocates treating the 
patient with a mixture of anhydrous wool 
fat and silver nitrate and mercurochrome. 
He distends the vagina with this mixture 
using a special syringe in order to get the 
necessary pressure. His treatments are 
given every two days for a week and then 
two to three times a week for three 
months. My reason for quoting these 
statistics is to point out the difficulty one 
has in curing these cases. 
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Three years ago, in the clinic at St. 
Luke’s Hospital, we had several girls, who 
had been taking treatment for months 
with only slight improvement of the con- 
dition. Since the other forms of treatment 
had not been successful, I decided to try 
diathermy. Cumberbatch, in his book on 
diathermy, reported good results in this 
type of case. In giving diathermy to a 
child, it is necessary to take great pains 
not to get the child frightened and if this 
cannot be done, the treatments are almost 
impossible. Miss Reilly, head of the dia- 
thermy department at St. Luke’s co-oper- 
ated with me in the treatment of these 
cases, and it was largely due to her patient 
care that we were able to give the children 
the adequate treatment. 


A Corbus electrode was used for the ac- 
tive electrode. This was fitted with rubber 
tubing so the exposed area could be ad- 
justed to the depth of the vagina. A small 
plate was used for the inactive electrode. 
The temperature was raised to 112 degrees 
Fahrenheit, and held there ten to twenty 
minutes. 

During that year I had five clinic cases 
and two cases in private practice of 
gonorrheal vaginitis. All the cases cleared 
up so that three successive smears at two 
week intervals were negative and the dis- 
charge had disappeared. The longest treat- 
ment period was five weeks and in this 
case the smears were negative in three 
weeks. 


A brief summary of this case is as fol- 
lows: Patient, age two years, began having 
discharge a week before. Her seven year 
old brother and three year old cousin had 
had discharges for four weeks. The cases 
were diagnosed as gonorrhea at the City 
Hospital. They were referred to us for 
treatment. Examination showed profuse 
purulent discharge all over the vulva. 
Smear diagnosed by Dr. Walsh, the pathol- 
ogist, as gonococci. No growth on ordi- 
nary culture, as was to be expected. The 
patient had eleven treatments between 
June 11 and ending July 19 (five weeks). 
The mother thought the child was cured 
after the third treatment because of the 
marked improvement of the discharge. 
The smears became negative after nine 
treatments or after three weeks. The addi- 
tional treatments were given so as to be 
sure that the infection had stopped. 

Non-specific vaginitis in children also 
responds very well to diathermy and re- 
quires, as a rule, much less treatment. Just 
recently the smears on eleven cases treat- 




















ed over a year ago, were checked and were 
all still negative. 

Now just a word about endocervicitis 
before closing. Most of the cases of cer- 
vical laceration with erosin and eversion, 
occurring after delivery, are readily cured 
with the usual treatment, plus striping 
with the cautery. A few, however, per- 
sist in spite of treatment, and, it is these 
cases, especially the ones occurring in 
women together with the cases of chronic 
cervicitis due to gonorrhea, that are very 
resistant to the usual treatment. 

The persistence of the trouble is readily 
understood when viewing it from a patho- 
logical standpoint. With infection or 
eversion, the squamous epithelium is cast 
off along the exposed area. When this 
happens, the columnar epithelium of the 
cervical canal extends down to cover the 
raw area and at the same time sends race- 
mose extensions into the underlying mus- 
cle to form new cervical glands. This is 
the beginning of the process termed eros- 
ion. The delicate mucous membrane be- 
ing exposed to the vaginal secretion, is in 
turn cast off and the surface is again cov- 
ered with squamous epithelium. The ducts 
of the glands are now covered by squa- 
mous epithelium and have no exit for their 
secretion. They gradually enlarge and 
eventually rupture through the squamous 
epithelium. The battle between cervical 
canal epithelium and squamous epithelium 
is again begun. 

This so-called war persists until the 
glands are removed. In older women this 
is accomplished by conical excision, but in 
younger women, one hesitates to do this 
procedure, because of the possibility of ex- 
tensive formation of scar tissue. In these 
younger women conization with the cut- 
ting current is the method of choice. This 
method may be carried out in the office 
under topical anesthesia of two per cent 
nupercaine. It removes the glands and 
tissue and the excised tissue may be used 
as a biopsy specimen. There is a very 
thin layer of coagulum, which separates 
in about a week and the cervix is practic- 
ally normal in a month, 

This is not coagulation and in my ex- 
perience, is distinctly superior to it, for the 
following reasons: first, no large infected 
sloughing tissue is left behind; second, 
healing takes place in two to four weeks, 
instead of from six to eight weeks. I have 
seen several cases of serious pelvic infec- 
tion, lasting several months following 
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coagulation. Finally, from a_ surgical 
standpoint , it is much better to do a clean 
excision of tissue with a minimum of 
slough, than to cook the tissue and leave a 
large mass of infected tissue to slough out. 


—-——-—-—0 





ACUTE SILICOSIS 

Earle M. Chapman, Boston (Journal A. M. A., 
April 23, 1932), reports three cases of silicosis in 
which respiratory symptoms appeared after eight, 
twenty-one and twenty-nine months of exposure 
to an alkaline dust of high silica content. The 
severity of the respiratory embarrassment is at- 
tested by the marked decrease in the vital capac- 
ity, which was lower in one case than that usually 
seen in uncomplicated cardiac failure. Right ven- 
tricular hyperthrophy, described in the pathologic 
examinations, is probably explained by the in- 
creased resistance and loss of elasticity in the 
pulmonary vascular bed. This finding aided in 
the recognition of the disease in the living pa- 
tient, in whom the diagnosis could not be made by 
the roentgenogram alone. No determination was 
made of the silica content of the dust or soap 
to which these men were exposed, but estimates 
of the silica content of the tissues in one case, 
done by the method of King, suggest that the 
reaction in the lungs is not a direct, quantitative 
one and very likely the rapid development of 
fibrosis results from the accelerated formation of 
a silica hydrosol in the presence of the alkaline 
soap dust. Ordinarily this reaction progresses 
slowly in the faintly alkaline tissue fluids and 
may be so prolonged that symptoms do not ap- 
pear until years after one has left hazardous in- 
dustry. 





—_——_——_—__ —_—_ 


GASTRO-ENTEROLOGY AND PROCTOLOGY 
ASCARIASIS: SOME SURGICAL AND 
ROENTGENOLOGIC ASPECTS 





Charles Bruce Morton and Vincent W. Archer, 
University, Va. (Journal A. M. A., Feb. 6, 1932), 
studied the histories of 110 patients with ascaria- 
sis, and in 41 individuals surgical consideration 
had been warranted. In five of them symptoms 
of cholecystitis had been simulated, and in twen- 
ty-four appendicitis or intestinal obstruction had 
been suspected. Eight patients had undergone 
operation, and in all instances ascarids were ap- 
parently responsible for the symptoms. It is sug- 
gested that ascariasis be considered in the dif- 
ferential diagnosis of atypical abdominal symp- 
toms. A simple technic for the roentgenologic 
depiction of ascarids in the gastro-intestinal tract 
is described briefly. The patient is not allowed 
any food after midnight preceding the day of the 
examination. The usual barium contrast meal 
is administered to the patient, and films of the 
gastro-intestinal tract are exposed at intervals 
of one, two and four hours after the ingestion of 
the meal. The parasites appear at first as cylin- 
dric filling defects, from 5 to 8 mm. in diameter 
and up to 15 or 20 cm. in length, in the lumen of 
the small intestine, usually the jejunal portion. 
The later films will show stringlike shadows in 
the central portion of the filling defects, interpre- 
ted as barium filling the enteric canal of the 
parasites. This technic for the roentgenologic 
depiction of ascarids in the gastro-intestinal tract 
is recommended for use in addition to the usual 
examinations of the stools. 
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PUBLIC HEALTH AND TAXATION* 


CHAS. M. PEARSE, M.D. 
Full Time County Health Officer 
Pittsburg County 
MCALESTER 


Public Health and Taxation is the sub- 
ject 1 am going to bring to you today— 
but it really should read “taxation and 
public health,” for taxes is the outstand- 
ing word in every gathering at present. 
It has furnished more planks for political 
platforms than its muchly used running 
mate “prohibition,” and no doubt it dates 
back to the time of Noah. 


It is my purpose here to show you, not 
how much, but how very little of our taxes 
is spent on public health work. For ex- 
ample—the Chamber of Commerce of Mc- 
Alester, has gotten out an itemized state- 
ment showing the average cost to each tax- 
payer of Pittsburg county for each $100- 
.00 of taxable value. 


This statement shows that the public 
health and tuberculosis fund only cost .04 
for every 100.00, The hospitalization fund 
cost .01. This hospitalization fund is a 
fund resulting from a bill legislated for 
Pittsburg county, by which the adults of 
this county shall receive treatment and 
hospitalization. This fund is under the 
supervision of the Director of Public 
Health, and every case is thoroughly in- 
vestigated before being admitted to a hos- 
pital. The physicians of Pittsburg county 
may admit indigent patients by referring 
them to the Director of Public Health. 
This bill has proven to be a boon to Pitts- 
burg county’s poor who are unable to get 
hospitalization in any other way. 


Crippled Children Fund, cost .01—mak- 
ing a total of only .06 for every $100.00 
value. Just to give a few items for com- 
parison. I will cite the drag fund esti- 
mate which amounts to .07 on every $100- 
.00, and the highway fund which is .16. 
Now please understand that I am an ad- 
vocate of good roads, and believe they 
should be kept up out of the taxes, but | 
also advocate keeping our citizens in good 
health to enjoy the use of good roads. 


When you stop to consider the returns 
you get on your money the health work 
shows a higher percentage than any 
other item of taxation, for it is a continu- 
ous year of work, while some items last 
only a few days, as free fairs, and others 





*Read before Southern Oklahoma Medical Associ- 
ation, Durant, Oklahoma, June 23, 1932. 


a few months, as road work, district 
courts, etc. 


The public health funds should come 
from taxes for it is the one simple way 
for the man who is able to pay taxes to 
help his tenant or neighbor who is not able 
to pay taxes, or who owns no taxable prop- 
erty. This citation is for Pittsburg county, 
and your county may vary according to 
its population and valuation, but this 
gives you a fair estimate of the cost of 
public health work. 

1 believe this is a very fitting time to 
bring to you men who are practicing medi- 
cine that public health work is not a step 
toward state medicine, as is thought by 
some physicians, but it works hand in 
hand with you in stamping out epidemics, 
reaching remote and isolated communi- 
ties, and in taking care of so many in- 
digent patients that would only prove a 
loss of time to the busy physician. 


Now in conclusion I want to again call 
your attention to the “value received” 
you get for every cent of taxes spent in 
public health. If just one crippled child 
was restored to health it would be worth 
every cent of taxes paid, but stop and 
think how many little bodies are made 
whole and happy every year, how many 
epidemics of diphtheria, typhoid fever and 
smallpox are prevented and all of this is 
accomplished by such a small amount of 
taxation. Every taxpayer should be proud 
to know that he is allowed to have a part 
in such a humanitarian work. 


ray 
Vv 


MENTAL DERANGEMENTS IN HYPO- 
THYROIDISM 








Emeline P. Howard and Andrew H. Woods, 
lowa City (Journal A. M. A., July 18, 1931), as- 
sert that insufficiency of thyroid secretion some- 
times shows its most striking effects through 
malfunctioning of the brain cells. The patient 
may become depressed and apprehensive, thought 
may become slow and bodily movements retarded. 
The condition is easily mistaken for a depressed 
psychosis. Or there may be irritability and ex- 
citement leading to the diagnosis of mania. Pa- 
tients may show thought distortion with halluci- 
nations and delusions, which may become _ so 
bizarre as to be interpreted as signs of dementia 
praecox. In these psychotic cases, even though 
the physical signs of myxedema are present, those 
signs are easily overlooked. This is partly be- 
cause some physicians at once relegate patients 
who show mental derangement into a nimbus of 
mystery and infer that somatic disease cannot 
be expressed in mental symptomatology. A more 
excusable cause for overlooking evidence of phy- 
sical disease is that the patient’s mental attitude 
sometimes makes physical examination difficult 
or impossible. 
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EDITORIAL 
THE COST OF MEDICAL CARE 





We have received what we hope will be 
the final blast upon the complicated prob- 
lem which no doubt eminates from Dr. 
Ray Lyman Wilbur. 

We cannot and do not feel like changing 
our position taken sometime ago. These 
reports have been made up by people who 
are either connected with hospitals or hold 
various positions. Now it is generally 
known that Dr. Wilbur is not a practical 
practitioner of medicine but in addition to 
his political activities, as a part of Mr. 
Hoover’s Cabinet, he was formerly, a job 
to which he is now returning, President 
of Leland-Stanford University School of 


Medicine, this school being located in a 
small city of California, Dr. Wilbur main- 
taining a San Francisco office. We do not 
believe that these men connected with 
schools and hospitals can possibly be in 
position to appreciate the problems con- 
fronting the general practitioner. We do 
not believe that the organization of groups 
to practice medicine can be made to work 
out successfully, as a rule. We do not be- 
lieve that the personal relationship exist- 
ing between physician and patient can be 
destroyed. Then too, one must not over- 
look the practical aspects, in fact it is 
utterly impossible to organize “groups” in 
many places. On the contrary we believe 
every physician should continue to do all 
the work he can, with all his energy and in- 
telligence, serve his patient, as a personal 
problem and in a sympathetic manner, and 
not handle them as numbers or letters of 
the alphabet. Of course it would be a fine 
thing to take, say a small town, containing 
five physicians, have them all practice 
medicine but have each one of them take 
up in addition special study along some 
special line in order that the entire mass 
together could render best service obtain- 
able in that community, but men, knowing 
doctors as we think we know them in Ok- 
lahoma, will realize the utter futility of 
that attempt in many localities. We would 
like to see the utter abolition of personal 
animosities and prejudices existing be- 
tween physicians, but we know too the 
practical impossibility of that millenium 
being brought about. 


We believe that the people will be best 
served, in so far as the smaller and isolat- 
ed communities of Oklahoma are to be con- 
cerned, by every physician, closely study- 
ing his problems, fitting himself to either 
perform the work himself or to be able to 
realize that the case in hand is one which 
should be referred to someone doing the 
special work required in that particular 
case. 

This report notes with considerable 
gusto that in Los Angeles medical service, 
which would ordinarily cost approximate- 
ly $500,000, was rendered by an organized 
“vroup” or on the group payment plan, 
for $216,410. Now all we can see in this 
is that somebody gave away valuable 
services for nothing. As we have said be- 
fore, the individual physician may be re- 
lied upon and will be found today, render- 
ing needy service to those unable to pay, 
but to deliberately go out and organize a 
“group” to render the same service to 





130 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


people, irrespective of their ability to pay, 
will, in our opinion, render an injustice 
to the medical profession as a whole. 

They will render service for a nominal 
fee to people who are thoroughly able to 
pay a fee in keeping with the service they 
receive. We still think that much of medi- 
cine relies upon the clinical application of 
horse sense on the part of the physician, 
if the patient is to receive the services he 
should receive. 


«> 
vv 


ALLEGED MALPRACTICE—WATCH 
YOUR STEP 








Recently Oklahoma _ physicians, and 
probably the same advice went to those in 
other states, were advised that there would 
be an increase in premiums on _ policies 
protective against alleged malpractice, the 
rate now being $45.00, for a ten thousand 
dollar policy. It is said that the agents 
advised those concerned that the raise was 
due to increase in the number of suits 
brought in the state. It is significant to 
note that only a few years ago the rate 
was $15.00 to $18.00, then it was raised to 
$25.00, now, due to the depression, no 
doubt, it has reached the present rather 
high charge. 

In this connection we wish to doubt that 
there has been any material increase in 
number of such suits brought in Okla- 
homa, but we do want to call attention to 
a certain class of such cases, which should 
be, in the main, avoidable. Reading the 
petitions filed in these suits brings one to 
the positive conclusion that often the suit 
was a useless and unnecessary one to be- 
gin with. You cannot get blood out of a 
turnip, and especially, at this time of de- 
pression physicians should be unusually 
wary of bringing suits to collect fees, 
where, in many instances, a moment’s re- 
flection would show that all the physician 
would have, if he won his suit, would be a 
worthless, uncollectable judgment. Thous- 
ands of people, good yesterday, are ‘‘bomb- 
proof,” today against any sort of judg- 
ment, so, the physician should use a great 
deal of discretion, and know his judgment 
would be worth something, if he secured 
it. In some of these suits the defendant 
promptly counterclaims with allegations of 
malpractice. Whether such allegations are 
groundless or not the attorneys promptly 
take the view that he has a harder case to 
combat, and at once demands a larger fee, 
rather than his usual commission, from 
the physician who has placed himself in an 


embarrassing position. As a matter of fact 
it is well known that if the attorney goes 
ahead with his original intention to sue 
and get judgment upon a physician’s bill, 
all allegations of malpractice are nullified, 
if the attorney gets judgment for the phy- 
sician, despite the lugged in, twelfth hour 
allegation that the physician was guilty 
of malpractice. With this in mind it might 
be well for the physician to have an un- 
derstanding in advance with his attorney 
that he is employing him to sue and get a 
judgment for services properly rendered, 
and that his fee will be based upon the 
amount of judgment he recovers rather 
than upon, bizzare allegations in reply to 
the suit, as originally brought. 


It should be remembered too that very 
few men can pay any sort of judgment 
regardless of their former prosperous con- 
dition. It seems it would be much better 
for the physician to personally and tact- 
fully talk it over with his former patient, 
take his note and allow the matter to as- 
sume virtually a “moratorium,” rather 
than go to the expense and waste of time 
incident to such suits. As a rule, in the 
end nothing is recovered, the physician 
finally awakening to the fact that he has 
merely sent good money after bad, in addi- 
tion to lost time and aggravation. 


We would advise that suits only be 
brought when the claim is clearly just and 
the defendant vulnerable. Finally, in such 
cases friends are retained, not lost, if the 
case can be amicably settled between the 
parties most at interest—the patient and 
the physician—rather than have the mat- 
ter go to a court of adjudication. 


¢) 


LEGALIZED “PUGS” 








Recently, in Madison Square Garden, 
Ernie Schaaf, a popular prizefighter, ad- 
mired and liked by the “sports” and that 
class of strangely mentally misdeveloped 
human beings who, never attend their bar 
or medical association meetings, but in- 
variably make it a point to attend every 
affair where pugilistic pugs, usually utter- 
ly worthless to our citizenship for any- 
thing else, meet, and under legal sanction, 
pummel each other around the ring until 
a decision is reached, entered the ring 
against a huge low-browed, alleged scien- 
tific fistic fighter, Primo Canera, by 
name, evidently an overfed pituiaristic 
freak, who outweighed him by approxi- 
mately 30 pounds. Result of the fight—a 
blow on the head, unconciousness, and 
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death, after three or four days of coma, 
despite a brain operation, which it was 
hoped would relieve possible pressure 
from the presence of a clot. Postmortem 
examination disclosed only a small clot, 
but what is more significant, positive evi- 
dence of a previously existing, mild en- 
cephalitis, of a chronic type, no doubt the 
result of previous ring affrays. This find- 
ing lifted Carnera out of the shadow of 
probable criminal charges and relieved 
what little mentality he had to relieve. 


Prize-fighting is not necessarily a par- 
ticular problem of the physician, nor is it 
necessarily a function of the medical pro- 
fession to protest against this useless, 
time-wasting and mentally degrading 
form of so-called “sportmanship.” How- 
ever it is, or should be the object of every 
good citizen, whether physician or not, to 
use his influence to put an end to the 
several thousand alleged meets at which 
this class of useless brutes pound one an- 
other around the ring. There is nothing 
exalting, helpful or uplifting to anyone 
attending these legalized violations of the 
spirit of the law. American (U. S.) citi- 
zens, as a rule will be found strenuousiy 
objecting, often extremely nauseated at 
the sight of a bull-fight or cock-fighting 
meet, yet many of them are attracted to a 
prize-ring; this on the theory that the 
men are evenly matched in weight and 
skill. This is wrong in principle. Probably 
the cleanest American sport is baseball, 
with wrestling a close second, but the lat- 
ter often is accompanied by very cruel, 
and sometimes months or permanent in- 
jury following. 


We have our hands full even partially 
attending to our own business, neverthe- 
less physicians should consider the use- 
lessness and degrading influences of the 
prize fight, if only on the grounds it some- 
times ends in fatalities or permanent 
mental and physical cripplement. We have 
endorsed and fostered for years, protec- 
tion of laboring men from mechanical in- 
jury by the installation of protective de- 
vices. It would seem just as logical to pro- 
tect these semi human animals from in- 
juring themselves, instead of legalizing 
their bouts. A spade, a hoe, a ditch-dig- 
ging machine or other useful labor pro- 
ducing instruments in their hands would 
make them somewhat worthwhile as citi- 
zens; as it is they are “between bouts’,, 
merely bums, hanging around the most 
debasing centers, awaiting an easy “set- 
up” by which they and their manager may 
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secure money enough for a few weeks or 
months of further degradation by sup- 
porting speakeasies and all their attend- 
ant vices. As a rule none of them eve: 
retain their quickly gotten gains or 
amount to anything in any respect as citi- 
zens helping make the country better and 
more worthwhile. 


—_ o— —- — —_ — 





Editorial Notes —Personal and General 











DR. G. C. CROSTON, Sapulpa, who had a 
severe attack of appendicitis, is slowly improv- 
ing. 

DR. C. O. EPLEY, Oklahoma City, announces 
removal of his offices from 717 North Robinson 
to 418 Osler Building. 

DR. HERMAN FAGAN, Oklahoma City, an- 
nounces his removal from the Medical Arts 
Building to 400 West Tenth Street. 


DR. C. S. NEER, Vinita, narrowly escaped 
death when the rear of his car was hit by a Katy 
passenger train, throwing it into a ditch. Dr. 
Neer was scratched but not seriously injured. 

WESTERN OKLAHOMA MEDICAL SOCIETY 
met March 21, at Clinton, and gave the following 
program: 

Dr. Fowler Border, Mangum, “Humorous 
Paper.” 

Dr. L. J. Moorman, Oklahoma City, “Some 
Diagnostic and Therapeutic Pulmonary Prob- 
lems.” 

Dr. Henry H. Turner, Oklahoma City, “The 
Anterior-Pituitary Sex and Growth Hormones.” 

Dr. V. C. Tisdal, Elk City, “Retro-Displaced 
Uterus.” 

Dr. Coyne H. Campbell, Oklahoma City, “Eti- 
ology and Diagnosis of Pellagra.” 


—_— 





DCCTOR ROBERT HENRY HARPER 

Dr. R. H. Harper, 64 year old pioneer 
physician and surgeon of Afton, died Feb- 
ruary 22, following an illness of several 
months. 

Dr. Harper was born February 11, 1869, 
at Beverly, West Wirginia. He graduated 
from Missouri Medical College in 1895 and 
began the practice of medicine in 1895, and 
was married in 1896 to Miss Katherine F. 
Oldham. In 1897 they moved to Afton, In- 
dian Territory, where he remained until his 
death. 

Dr. Harper is survived by his wife, his 
mother, two sisters and three brothers. 
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DOCTOR GEORGE F. WOODRING 





Dr. George F. Woodring , Bartlesville, 
died February 24, 1933, of pneumonia. 


He was born November 15, 1856, in Pulas- 
ki, Tennessee. He graduated in medicine 
from the Hospital College of Medicine, 
Louisville, Kentucky, in 1876. He practiced 
in Bunker Hill, Tennessee, for two years 
and then removed to Elk City, Kansas, 
where he remained until 1889, when he 
located in Bartlesville, Indian Territory, 
where he remained until his death. 


Dr. Woodring was a charter member of 
the First Christian Church and the Wash- 
ington County Medical Society, also the 
latter’s first president. He was a member 
of the Eagles Lodge and of various Masonic 
bodies, both York and Scottish Rites. 


He is survived by his wife. 








DOCTOR BRUCE WEBSTER BAKER 





Dr. B. W. Baker, 44 year old physician 
of Cordell, died February 14, following an 
illness of several weeks. 

Dr. Baker was born at Pekin, Indiana, 
February 2, 1889, and had lived in Washita 
County since 1915, and in Cordell since 1922. 


He was a member of the Washita County 
Medical Society, past president of the Cor- 
dell Rotary Club, a Mason and an Odd Fel- 
low. 

He is survived by his wife and two daugh- 
ters. 








DOCTOR JOHN EDWIN MAHONEY 





Dr. J. E. Mahoney, 53 year old pioneer 
physician of Enid died February 8, follow- 
ing a stroke of paralysis. 


Dr. Mahoney was born in Waverly, Penn- 
sylvania, January 23, 1880. In 1906 he was 
graduated from Jefferson Medical College, 
Philadelphia. He has been a resident of 
Enid since 1909. 


He is survived by his widow and one son. 
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FALSE RUMORS CONCERNING VIOSTEROL 
DENIED BY DR. STEENBOCK 








A STATEMENT BY MEAD JOHNSON AND 
COMPANY 





Ever since viosterol was offered to the medi- 
cal profession about four years ago, it has been 
attacked by various persons. Some of these at- 
tacks no doubt were sincerely motivated, but 
others were seized upon and exaggerated by in- 
terests who had no viosterol to sell. 


Recently a new form of anti-viosterol propa- 





ganda has been reported by physicians all over 
the country. It is circulated by word of mouth— 
never in writing—and the apparent purpose is 
to influence physicians to prescribe vitamin D 
agencies other than viosterol. 


Physicians are being told, for example, that 
Dr. Harry Steenbock has “condemned” viosterol, 
that the Wisconsin Alumni Research Foundation 
“would withdraw viosterol from the market in 
ninety days,” etc., etc. 


In answer to these malicious untruths, Dr. 
Harry Steenbock makes the following statement: 


“Viosterol in its various forms has to date been 
found fully as valuable in medical practice as was 
anticipated at the time that it was first intro- 
duced to the American markets. Up to the pres- 
ent time there have been no reports of any unto- 
ward effects from its administration, although 
originally it was anticipated from the results of 
animal experiments that some cases of intoxi- 
cation might result from its use in human medi- 
cine. I see no necessity for reversing my original 
opinion as to its outstanding merits in any way 
whatsoever. Any statement to the contrary can 
be definitely labeled as false.” 


(Signed) H. STEENBOCK. 


Physicians can draw their own conclusions and 
form their own opinions of any house that re- 
sorts to sharp practices by allowing its repre- 
sentatives to spread unfounded whispering cam- 
paigns against a valuable therapeutic agent that 
has endured four years of the most searching ex- 
perimental investigation and clinical use not only 
in rickets but also for controlling calcium-phos- 
phorus metabolism generally. 
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RENAL CARBUNCLE IN INFANCY 








Meredith F. Campbell, New York (Journal A. 
M. A., May 14, 1932), defines renal carbuncle, so 
called because of its anatomic semblance to car- 
buncle elsewhere, as a localized massive suppur- 
ation within the kidney due to bacterial metas- 
tasis (usually staphylococcus), which often pro- 
duces marked toxemia, is rarely uncomplicated, 
is difficult to diagnose and unrecognized or in- 
adequately treated, entails a high mortality. Dis- 
cussion of the lesion is found more often in surg- 
ical textbooks than in the literature; less than 
fifty cases have been reported. The author has 
been unable to find a record of its occurrence in 
infancy. The two cases that he reports, a boy and 
girl each admitted to the hospital at the age of 
8 weeks with renal carbuncle and perirenal ab- 
scess and subsequently operated on, are unique 
because of the tender age of the patients. How- 
ever, they are described more especially because 
they forcibly demonstrate by specific example an 
insufficiently recognized principle of medical 
practice, namely, that infants and children are 
subject to practically every form of urologic dis- 
ease which one is accustomed to associate with 
adult life, and, when clinical manifestations in- 
dicate a thorough urologic examination or radical 
urosurgical treatment, extreme youth is no contra- 
indication. Nor does the clinical picture differ 
vastly in juveniles and adults. 
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CONDENSED PROGRAM 





FORTY-FIRST ANNUAL SESSION, OKLAHOMA STATE 
MEDICAL ASSOCIATION, OKLAHOMA CITY, 
MAY 15, 16, 17, 1933 


Meeting Place — All meetings will be 
held in the Skirvin Hotel. Telephones, 
local (Oklahoma City) 2-1251, long dis- 
tance 122. 


Registration—Top Floor, Skirvin Hotel. 
All physicians, except those from out- 
side the State and visiting guests, must 
hold memberships for the year 1933, be- 
fore registering. Please attend to this if 
you are not in good standing, by seeing 
vour County Secretary at once. 

Woman's Auxiliary—Will register on 
the Mezzanine floor, Hotel Skirvin. Mon- 
day, May 15, meeting of Executive Com- 
mittee (complete program in May Jour- 
nal). 

Medical Reserve Corps Dinner—Mezza- 
nine floor, 6:00 P. M., Tuesday, May 16. 

Sections—See back end of your Jour- 
nal for information as to various Sections 
and their Officers. 


Oklahoma Pediatrie Society—An- 
nounces that it will hold a meeting on 
Monday, May 15th. This in no way con- 
flicts with the Sections on Obstetrics, 
Pediatrics, Urology, Syphilology and Der- 
matology, which will meet on the after- 
noons of May 16th and 17th. 


Guests of Honor—Dr. George W Crile, 
of Cleveland, Ohio; Dr. Seale Harris, of 
Birmingham, Alabama. 

Council—The Council will meet at 3:00 
P. M., Monday, May 15, for transaction of 
business affairs, and after on call of the 
body. 


House of Delegates—Will meet on the 
thirteenth floor, that is, Registration and 
Exhibit floor, at 7:30 P. M., May 15th, 
and thereafter subject to call of the body. 
Prior to this meeting all Delegates should 
present their names and credentials to the 
Credentials Committee, which will meet 
on the Mezzanine floor, 1:30 P. M., Mon- 
day, May 15th. 

The House of Delegates will also meet 
at 8:00 A. M., Mezzanine floor, May 16th. 
The first order of business being the elec- 
tion of officers for the year. 





GENERAL SCIENTIFIC SECTIONS 





Will be held, beginning at 9:00 A. M., 
in the North room on the thirteenth floor. 
These meetings will be in charge of Drs. 
George W. Crile, Cleveland; Seale Harris, 
Birmingham; James Stevenson, and Ned 
R. Smith, Tulsa; Shade D. Neely, Musko- 
gee; C. B. Taylor, Oklahoma City. 
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SECTIONS 











All Sections will meet at 1:30 P. M., 
Tuesday, May 16th, and at the same hour 
on Wednesday, May 17th. 


Meeting places will be as follows: 

Surgery—Venetian Room—on the roof. 

Medicine — Crystal Room — Mezzanine 
floor. 

Obstetrics and Pediatrics —Empire 
Room—Mezzanine floor. 





Eye, Ear, Nose and Throat — Wilson 
Room—Mezzanine floor. 


Urology and Dermatology—Parlor G— 
Mezzanine floor. 


—0 eS 


GENERAL INFORMATION 











The mornings of May 16 and May 17th 
will be entirely given over to General 
Scientific Sections. In order not to delay 
or crowd out any of these men, it will be 
necessary for the members to be promptly 
on hand at the time and place designated. 
There should be little, if any discussion of 
the papers, addresses or clinics which may 
be offered by these men. 

All scientific sections will begin on the 
afternoons of May 16th and May 17th at 
the time and place designated on prom- 
inently displayed placards, which will be 
placed on the lobby floor of the Skirvin 
Hotel. 

Registration—Will be held in the South- 
east corner of the Rose Room, Skirvin 
Hotel, in conjunction with the commercial 
and scientific exhibits. Every member 
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should register at the earliest moment. 
Oklahoma City members, in order to avoid 
delay and confusion, should register at the 
earliest moment possible. 


Discussion of Papers Read Before Scien- 
tific Sections: Men proposing to discuss 
these papers, should do so from the Chair- 
man’s platform or vicinity. In order that 
the reporters (if that particular section is 
so fortunate as to be able to secure a re- 
porter), may know who is discussing the 
paper. Each discussor should clearly state 
his full name and address before he be- 
gins his remarks. Annually we Jose much 
material in the form of discussion simply 
because this is overlooked. 


Telephone Service: If one may be ex- 
pecting possible telephone messages, he 
should contact the telephone operators on 
the ground floor, advising them of his 
probable location, etc. Finding a man by 
the means of “paging” is often difficult 
of accomplishment. 
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GENERAL MEETING 


TUESDAY, MAY 16TH 
(Evening) 

Thirteenth Floor Skirvin Hotel 
President's Address—Open to the 
General Public. 

8:00 Invocation—REV. EUGENE ANTRIM, 
President Oklahoma City Univer- 
sity. 

Introduction of Guests—HENRY H. 
TURNER, General Chairman. 
Address of Welcome—LEROY LONG, 
Oklahoma City. 

Response—R. M. ANDERSON, Shaw- 
nee, Retiring President. 
President's Address—T. H. MCCar- 


LEY, President, McAlester. (This 
address open to the general public). 


9:30 President's Reception and Dance. 
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GOLF 





Monpay, May, 15, 1933 


Annual Tournament — Oklahoma City 
Golf and Country Club (Nichols Hills), 
starting at 9:00 A. M. Transportation, 
from Skirvin Hotel, will be provided. All 
green fees paid. Appropriate prizes, most- 
ly donated by Oklahoma City merchants. 








TUESDAY AND WEDNESDAY, MAY 16, 17 


Golf Committee will make arrangements 
for members of the State Medical Associ- 
ation to play at any of the following 
courses, green fees to be paid by person 
playing: 


Oklahoma City Golf and Country Club 
(Nichols Hills). 

Lakeside Country Club. 

Twin Hills Golf Club. 

Lincoln Park Golf Course. 

Edgemere Golf Course. 


Tournament prizes of large number and 
splendid quality, all donated by the follow- 
ing Oklahoma City business firms. Prizes 
will be on display at registration booth at 
the Skirvin Hotel. We take this opportun- 
ity to thank the business firms for their 
generosity. 


American Optical Company. 

Auto Hotel. 

Barth’s Clothing Company. 

Caviness Surgical Company. 

Chig Men’s Apparel. 

Harbour-Longmire Furniture Company. 

Ingram Drug Company. 

Kerr Dry Goods Company. 

Manly Office Supply Company. 

McEldowney & Son Hardware Co. 

Newbills Men’s Furnishers. 

Riggs Optical Company. 

Roach Drug Company. 

Rorabaugh-Brown Dry Goods Co. 

Schiff-Mayer Office Supply Company. 

Sturm’s Clothing Company. 

Tower Drug Companv. 

Western Bank and Office Supply Co. 

Wick, the Druggist. 

Committee: Drs. Wendell Long and Leo 
Cailey. 
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OBSERVATIONS ON THIOCYANATE THER- 
APY IN HYPERTENSION 





William C. Egloff, Lyman H. Hoyt and James 
P. O’Hare, Boston (Journal A. M. A., June 6, 
1931), state that their results with thiocyanate 
therapy in hypertension, interpreted in the light 
of conservative control and with due consideration 
for the disagreeable symptoms produced, were so 
nearly uniform that they should at least serve as 
a warning against teo great enthusiasm for this 
drug. Of twenty-five patients only two reacted 
favorably to the administration of sodium thio- 
cyanate and even in these two the reaction was 
not particularly striking or different from what is 
seen in many other patients who have had no 
treatment whatever. In the remaining twenty- 
three cases, not only did the drug fail to lower 
the blood pressure or relieve the symptoms, but 
it produced very disagreeable side effects. 
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SURGERY AND GYNECOLOGY | 

’ Abstracts, Reviews and Comments from 

? LeRoy Long Clinic ? 
714 Medical Arts Bldg., Oklahoma City 5 

+~~~~ “+ 


Acute Intestinal Obstruction (Occlusion Intesti- 
nale Aigue) by J. C. Woods, Ottawa, Comptes 
Rendus du Douzieme Congres de |’ Association 
des Medicins de Langue Francaise de |’Ameri- 
que du Nord. 


Pathologically, one must bear in mind congeni- 
tal and acquired anomalies—stenosis, kinks, 
bands, tumors, twists, strangulated hernia. 


The site and nature ought to be determined if 
possible, but that which is most important is to 
determine whether there is or is not an obstruc- 
tion when the patient is seen for the first time. 


Reference is made to the high mortality of 30% 
or 40%, based upon a compilation made by 
Souttar for the years 1925 to 1927. Referring to 
a statement by A. H. Burgess, Manchester, ex- 
President of the British Medical Association, it 
is pointed out that delay in the performance of 
the necessary surgical operation must be charged 
with this frightful mortality. 


The plan of H. Mondor is followed in securing 
data upon which to base a diagnosis. One must 
not be misled by a practically normal pulse and 
a normal temperature in the early case. On the 
other hand, in the case of a patient who is suf- 
fering, one must recall that at first such a pulse 
and temperature may be significant. (Very free 
translation. The original is “chez un malade qui 
souffre, cela doit plutot nous rappeler que l’oc- 
clusion intestinale revet ce caractere au debut’). 


Pay particular attention to swelling and in- 
creased peristalsis in the early case. The swel- 
ling (ballonnement) is always localized and can 
thus be distinguished from general distention 
which is generalized. This localized swelling is 
curved or arched in contour. It may be central 
or lateral, durable or transitory. Beneath this 
localized arching (vous sure) one perceives the 
increased peristalsis. The mechanical situation 
behind these signs is the futile contraction of a 
loop of intestine above an obstruction. In this 
way one can sometimes have a fair idea as to the 
location of the obstruction. 








Brusk or brutal palpation is useless, but gentle 
and methodical palpation shows the general con- 
Sistence of the abdomen. There is resistance in 
the area of “ballonnement,” but it is an elastic 
resistance. There is no abdominal rigidity. 


The sign of Kocher—gradual pressure with 
quick release—does not cause pain. “Clapotage” 
or splashing is sometimes an early sign in ob- 
struction of the small intestine. 


By percussion dull and tympanitic zones may 
be identified. The area of localized distention 
(ballonnement) is always tympanitic. If there 
is dullness in suprapubic region a catheter should 
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be employed to be sure whether there is a dis- 
tended bladder. 

Auscultation may give valuable information, 
and is recommended by Kleinschmidt, Treves and 
Bayley. The mixture of moving gas and liquids 
produce metalic tinkles. After an enema there 
is rumbling at the point of obstruction if it is in 
the large intestine. 

Rectal touch, or combined rectal and vaginal, 
sometimes gives surprising information. 

Rapid pulse, elevation of temperature, oliguria, 
mydriasis, dyspnoea, muscular weakness, glyco- 
suria, colics, cold sweats, dry tongue—these are 
signs in the later evolution of obstruction, and 
their presence mark the time when operation 
certainly should not be delayed any longer. 

At this point, the author asks the question: 
“Can one administer purgatives? He answers it 
by saying that, if the condition is satisfactory, 
he does not hesitate to lavage the stomach and 
follow with a dose of castor oil, remarking that 
if there is an obstruction it will certainly be re- 
jected. That if there is not an obstruction the 
effect may be good. At the same time, he speaks 
of enemata of milk and molasses or turpentine. 
However, in this connection, it is pointed out that 
the results may be deceiving. Three cases are 
reported in which such a procedure was carried 
out. In the first case the patient was satisfac- 
torily relieved. In the second case there was 
temporary relief, but operation was necessary six 
weeks later. In the third case there was temp- 
orary relief, but a little later there was pain and 
vomiting, and an emergency operation was done, 
the patient expiring on the same day. 

Reference is made, too, to the possible good 
effect of pituitrin and hypertonic chloride of 
sodium, intravenously. Attention is called to the 
advisability of administering anti-gangrenous 
serum, referring to the good results reported by 
Cope and Carson. 

It is the author’s habit to administer morphine 
a half hour before operation, but he calls atten- 
tion to what he believes may be a disadvantage, 
in that it lessens peristalsis “of which the intes- 
tine will have without doubt need after the oper- 
ation” to assist it in struggling against paralitic 
ileus. The contribution is completed by calling 
attention to the advisability of an early operation, 
the particulars of which should be adapted to the 
individual requirements. It is pointed out that 
the principal object of the operation is to liber- 
ate gas and products of putrefaction accumulated 
in the intestine. In the advanced case it may be 
necessary to provide for temporary relief only, 
and defer the definite investigation of the intesti- 
nal tract until a later date. 


I have neglected to state that, in connection 
with the diagnosis, the author speaks of the value 
of X-ray examination, preferably without the use 
of opaque material (barium, etc.), either by 
mouth or rectum. It is pointed out that the 
opaque materia! may add to the difficulty, and 
that X-ray examination without it may show 
characteristic distention of the intestinal tract. 
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Comments: To the surgeon who has had con- 
siderable experience in acute intestinal obstruc- 
tion, the advice to give a purgative will appear 
to be dangerous advice. It can do no possible 
good, and may be productive of disaster. This 
would seem to be borne out by the three cases re- 
ported by the author where one of them required 
an operation a short time after such procedure, 
and one of them died as a result of the delay be- 
cause of the apparent relief due to the purgative. 


The employment of pituitrin is no less danger- 
ous than the employment of a purgative. In fact, 
when one considers the pathology, especially the 
muscular incompetence of the intestine proximal 
to the obstruction, one can see very readily how 
pituitrin, eserine, and like agents that produce 
terrific stimulation might result in complete in- 
testinal incompetence so that even an operation 
following such treatment would not offer the 
same hope of relief. 


The statement that if there is an obstruction a 
purgative will be rejected by the stomach is ob- 
viously an error. An obstruction of the large in- 
testine may exist for sometime without pronounc- 
ed nausea or vomiting. 


The tentative conclusion that the administra- 
tion of morphine before operation might be pro- 
ductive of bad results by interferring with peri- 
stalsis probably has no sound foundation. It is 
agreed that there is an incompetence of the in- 
testinal musculature proximal to the obstruction, 
but one of the best ways to relieve it is to give 
it rest, and morphine will do that. 


We have recently operated upon a patient who 
had had symptoms of obstruction for three days, 
accompanied by vomiting, abdominal pain and dis- 
tention. According to the history there was 
temporary relief after two days. At operation 
there was a complete obstruction of the ileum by 
a gall stone with hard fecal material around it. 
Several inches proximal to the obstruction there 
were several perforations of the ileum. It was 
the conclusion that the primary obstruction was 
at this point; that perforation occurred, with 
temporary relief, but followed, necessarily, by 
peritonitis. 


It has not been long since we saw another pa- 
tient in consultation who had had symptoms of 
obstruction for almost a week. There was no 
vomiting, but there was a greatly distended ab- 
domen. There were many evidences of toxemia, 
such as delirium, carphologia, restlessness. Op- 
eration disclosed a complete obstruction due to a 
neoplasm in the pelvic colon. 


The urgent advice of the author to act with 
decision in the early stage of obstruction is sound, 
and deserves the emphatic support of the medical 
profession. This is the crux of the entire situ- 
ation. The high mortality following acute in- 
testinal obstruction is due to delay and the use- 
less—too often dangerous—employment of ques- 
tionable procedures, like purgatives, enemata and 
pituitrin. 

—LeRoy Long. 





(The following are abstracts of reports made 
at a meeting of the Paris Surgical Society (So- 
ciete de Chirurgie) Jan. 25, 1933, and published 
in La Presse Medicale Feb. 4, 1933): 


Stenosis of the Pylorus After Ingestion of Hy- 
drochloric Acid (Stenose du Pylore Apres In- 





gestion d’acide Chlorhydrique) by M. Moiroud, 
of Marseille. 


After a latent period of fifteen days the steno- 
sis appeared. Laparotomy revealed extensive 
lesions of the pylorus and the beginning of the 
duodenum. A gastro-enterostomy, rendered dif- 
ficult by the friability of the walls, resulted ‘n 
the relief of the patient. 





Two Accidents In Connection With Taxis (Deux 
cas d’accidents du taxis) by Tanasesco and 
Barbilian. 


In the first case there were small perforations 
of the small bowel which were protected tempor- 
arily by adhesions. After an emergency oper- 
ation there was an alarming peritonitis, but pa- 
tient recovered. 


In the second case a gangrenous loop of the in- 
testine had been reduced into the abdomen, and 
the issue was fatal. 


Comment: It cannot be repeated too often that 
taxis in connection with a hernia ought to be 
carried out with the greatest care, and for a very 
limited time. 





292 Operations on the Stomach (292 Operations 
de Chirurgie Gastrique) by M. Okinezyc. 


The 292 operations were performed since 1910. 
The total mortality was 7.8%. The author is 
convinced of the superiority of gastrectomy over 
gastro-enterostomy in the treatment of ulcer. In 
180 cases of gastro-enterostomy there was a mor- 
tality of 6.6%. In 78 cases of gastrectomy there 
was a mortality of 8.9%. During the years 1931, 
and 1932, there were 83 operations on the stom- 
ach, 34 being gastrectomies without a death. 


The reporter indicates the conditions in which 
this type of operation should be done. In a cica- 
trical stenosing ulcer there should be a gastro- 
enterostomv. He believes that in ulcers about the 
pylorus in what he terms “maladie ulcereuse,” a 
partial gastrectomy is the operation of most 
benefit. 


Ulcer with hemorrhage is a difficult problem, 
since very often ligature is impossible or ineffec- 
tual, and gastrectomy, which should be the logical 
procedure, is extremely grave, even in connection 
with the transfusion of blood. 


In perforation of ulcer into the peritoneal cav- 
ity, the plan of Okinczic is to do a simple suture 
and a complementary gastro-enterostomy. 


Comment: I believe that it is the concensus of 
surgical judgment that a gastro-enterostomy ‘s 
usually not advisable in connection with the re- 
pair of an acute perforation. It is my impression 
that the procedure of simple closure of the per- 
foration without any other operation is practiced 
by the majority of the surgeons in both Europe 
and this country. 

—LeRoy Long. 





Suprapubic Drainage in Perforated Ulcer in the 
Gastro-duodenal Region (Le Drainage Sus- 
Pubien dans I’Ulcere Perfore de la Region Gas- 
tro-duodenale ). By Patel and Dejaques, 
Lyons. La Presse Medicale, Feb. 15, 1933. 


Two questions are asked: 1. Is suprapubic 
drainage of real service? 2. Is it without danger? 














For several hours the drain is efficacious, but 
it rapidly becomes useless is a proposition that 
is laid down by the authors, and in proof a case 
is cited in which a pelvic abscess was formed, 
notwithstanding a suprapubic drain extended into 
the cul-de-sac of Douglas. 


The chief danger pointed out is intestinal ob- 
struction due to adhesions about the wound made 
for the drainage tube, and resulting in kinks, 
bands, constrictions, twistings and deformities. In 
proof, reference is made to reports by various 
French surgeons. In one case a loop of small in- 
testine entered the wound and became fixed there. 
In another there was fixation of the omentum in 
the pelvis in such a way that obstruction was pro- 
duced; in still another there was a volvulus of the 
smal] intestine. 


It is advised that instead of the suprapubic 
drain, aspiration for the removal of extravasated 
material be employed, and that confidence be 
placed in the ability of the peritoneum to resorbe 
what might be left. 


These recommendations are made as being ap- 
plicable to the situation within the first twelve 
hours after perforation. In later cases there may 
be a peritonitis, the exigencies of which would 
modify the plan with reference to drainage. 


Comment; In the recent case, there is usually 
but little extravasated material in the lower ab- 
domen, the most of it being in the space below 
the liver, from whence it may be quickly removed 
by either aspiration or soaking it up on a long 
gauze sponge. Even in the late case, the fluid 
is nearly all on the right side of the abdomen, 
and for that reason a drain close to the outer 
wal] in the McBurney area has been, in our work, 
far preferable to a suprapubic drain. 


Within the first few hours after perforation 
it is usually safe to remove the fluid in right 
upper abdomen and close without drainage. If a 
drain is employed it ought to be soft and flexible 
—a roll of soft rubber, for example. 


—LeRoy Long. 


Early Diagnosis of Carcinoma of the Cervix. Dr. 
Walter Schiller, Vienna, Austria. Surgery, 
Gynecology and Obstetrics, Feb., 1933, Volume 
LVI, No. 2, page 210. 


This author points out that there are only two 
valuable methods of treating carcinoma; that is, 
operation or radiation therapy. He also makes 
the observation that further improvement in surg- 
ical technique or in radiation therapy is hardly to 
be hoped for, except possibly through physicists 
inventing new tubes and rays. Consequently, 
early diagnosis is the best means of improving 
the results in treatment of carcinoma. 


He studied routinely all of the cervices of uteri 
which were removed for one cause and another 
in the second gynecological clinic at the Univers- 
ity of Vienna, and discovered a very early stage 
of carcinoma of the cervix prior to any projection 
beyond the basement membrane of the epithelial 
layer. He terms this the carcinomatous layer and 
this is characterized by the polymorphic and 
atypical nature of the epithelial cells plus a con- 
stant oblique line which separates the normal 
from the carcinomatous tissue. Much of the 
article is devoted to a defense of this lesion as a 
true early stage of carcinoma and not as a pre- 
cancerous lesion. In cases in which this finding 






























































JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 137 


was made on extirpated uteri the patients have 
subsequently developed extension of pelvic car- 
cinoma, provided the entire layer of carcinoma- 
tous tissue was not removed. He has also shown 
that in amputations of the cervix which do not 
entirely remove such a_ layer, recurrences of 
evident carcinoma were found. 

Realizing that such an early carcinoma would 
produce no elevation in the surface epithelium 
thereby being invisible on naked eye examination 
and the only means of identifying it would be a 
careful, prolonged search with the colposcope, 
he very ingeniously devised the test which util- 
izes Lugol’s solution as the necessary reagent. 

Glycogen is present in the surface epithelium 
of the vagina, but it is absent in carcinomatous 
tissue and in hyperplastic pathology, such as leu- 
koplakia. Therefore, by the use of Lugol’s solu- 
tion, which stains the normal mucosa a mahogany 
brown within a minute’s time, a very small area 
devoid of glycogen will identify itself quickly in 
this way. However, he points out distinctly that 
it is only the means of identifying an area and 
that the f.nal diagnosis depends upon a histo- 
logical differentiation. It is also true that the 
test is only valuable before any break in the sur- 
face epithelium, because upon any ulceration, the 
surface almost always being necrotic, stains 
brown with iodine and the method is therefore 
not helpful. 

In cases in which an incipient carcinoma is 
suspected from the lack of iodin staining, a small 
surface biopsy can be obtained by the use of a 
sharp curet or spoon, and histological differentia- 
tion made under the microscope. 

He also gives a resume of the results of the 
test in his clinic where the procedure is carried 
out routinely. 

Comment: This work of Schiller’s is probably 
one of the foundations of our quest for means to 
arrive at the diagnosis of carcinoma of the cer- 
vix in its incipient stage when treatment now 
at our disposal will yield results in the neighbor- 
hood of 100 per cent as against our average cure 
rate of 20 to 25 per cent now present in the cases 
seen. 

Of course there will be considerable patholo- 
logical discussion as to whether or not one may 
make a positive diagnosis of carcinoma prior to 
the time of any projection beyond the basement 
layer of epithelium, but it has been the feeling 
of a number of splendid observers for years that 
even prior to projections of the polymorphic and 
atypical cells, not only in the cervix, but for ex- 
ample in the ducts in the breast, they may be 
carcinoma cells never the less. 

The value of Schiller’s work lies in the fact 
that he has not only identified such lesions, but 
given clinical proof of their worth. The Lugol’s 
test has, because of it’s simplicity, great promise, 
but it must be borne in mind that histological 
differentiation by the means of biopsy is still the 
only positive means of diagnosis in any stage. 

—Wendell Long. 


Postoperative Pulmonary Complications. A Sta- 
tistical Study Based on Two Years’ Personal 
Observation. Donald S. King, M.D., Boston, 
Mass. Surgery, Gynecology and Obstetrics, 
Vol. LVI, No. 1, January, 1933. 


Statistics, based upon two years’ personal ob- 
servation by the author, of the postoperative pul- 
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monary complications occurring on the general 
surgical service of the Massachusetts General 
Hospital are presented. Figures were tabulated 
separately for the two years showing strikingly 
similar percentages in most instances. A _ brief 
summary combining the figures for the two years 
brings out the following points: 


1. Purulent bronchitis developes in a_ large 
percentage of patients after operation. In 47 
per cent of the cases sufficient bronchial obstruc- 
tion had been present to give rise to atelectasis. 


2. Eleven of the thirteen fatal cases were true 
bronchopneumonias, without evidence of preceding 
atelectasis. 

3. Pneumonia, “pneumonitis,” or collapse de- 
veloped in 6 per cent of all operations and in 14 
per cent of laparotomies and herniorrhaphies, and 
in 7.2 per cent of thyroid operations. 


4. The pulmonary complication is regarded as 
primarily responsible for, or as a major contri- 
buting cause of death in 0.5 per cent of the total 
operations performed and in 1.2 per cent of the 
laparotomies in hernia operations. 

5. In practically any given type of operation, 
the percentage of complications is at least twice 
as high for men as for women. 


6. Among males, the incidence of complications 
following operations on the stomach and duo- 
denum is 46.8 per cent; on the gall bladder, 35.6 
per cent; and on the intestines, 26.2 per cent. This 
group was designated as the “bad risk” group. 

7. Following gastrostomies and palliative op- 
erations for intestinal obstructions, 22.2 per cent 
of the patients developed pulmonary complica- 
tions; and among the patients having gastric and 
duodenal suture, the incidence was 61.8 per cent. 


8. After drained appendices, 22.5 per cent com- 
plications occurred as compared with 6.6 per cent 
following simple appendectomy. 

9. Of the 426 complications, only 14.3 per cent 
had preoperative acute or chronic respiratory 
tract infection. 


10. The seasonal curve does not parallel that 
for lobar pneumonia or show any consistent sea- 
sonal rise. 


11. The somewhat lower percentage in 1931, is 
probably due to better bronchial drainage. 


12. In laparotomies and herniorrhaphies, 12.7 
per cent of the patients operated upon under in- 
halation anesthesia developed pulmonary compli- 
cations; 16.6 per cent of those under spinal anes- 
thesia; and 18.4 per cent of those under local 
anesthesia. 


The conclusions of the authors were stated as 
follows: 

1. Purulent bronchitis and “pneumonitis” are 
present in practically all instances of the type of 
pulmonary complications here described. Ate- 
lectasis is associated with the infection in about 
one-half the cases, but severe and fatal cases are 
usually true bronchopneumonias without evidence 
of atelectasis at any stage. 

2. Complications occur especially in males fol- 
lowing operations on the stomach, and duodenum, 
gall-bladder, and intestines. 

3. Pre-operative sepsis and perforation, as well 
as malignancy and poor general condition, are 
important factors. 


4. Season and pre-operative respiratory infec- 
tion play a minor part. 

5. From the statistical standpoint, the type of 
anesthesia is without significance. 

Comment: This report is extremely interesting 
because it comes from an excellent clinic, and be- 
cause it contradicts many of our time honored 
beliefs about postoperative pulmonary complica- 
tions. 

—LeRoy D. Long. 


— ————— 








+ o* 
UROLOGY and SYPHILOLOGY 
Edited by Dr. S. D. Neely, M.D 
Muskogee, Okla 
+ + 


The Treatment of Gonococcal Infections by Arti- 
ficial Hyperthermia. S. L. Warren and K. M. 
Wilson, Am. J. Osb. and Gynec. 1932, XXIV. 


The human body will tolerate artificially pro- 
duced temperature elevated to 41.5 C. (106.7 F.) 
which is sufficient to kill most strains of gono- 
cocci. Twenty women with various forms of gono- 
coceus infection were treated with general hy- 
perthermia. In some the infection was in the 
lower birth canal only, in some the tubes were 
also involved, two had arthritis, and three had 
chronic salpingitis. Results on the whole have 
been satisfactory, the symptoms and micro-organ- 
isms generally disappearing rapidly. None had 
exacerbation of symptoms. Failures were due to 
either insufficient treatment or to an unusually 
resistant strain of gonococcus. They do _ not 
recommend this method as a routine procedure. 
They describe the technic, and state that a simp- 
ler method, better tolerated by the patient is be- 
ing planned. They state that the final method 
will be a combinaion of local and general heat 
probably, a lower level of general heat supple- 
mented by a higher level of local heat. 





Tryparsamide in Treatment of Syphilitic Optic 
Atrophy. David Lees, Archives Ophthalmology, 
1932, VIII. 


At a recent meeting of the Ophthalmological 
Society of the United Kingdom, Lees, reported 
that at a venereal-disease clinic of the Royal In- 
firmary it has been found that tryparsamide 
used in correction dosage checked the atrophy 
and the patient was able to continue his occupa- 
tion. Bismuth as an adjunct to the tryparsamide 
is an aid in apparently hopeless cases. 





The Arsphenamines as Factors in the Production 
of Neuro-syphilis. Paul A. O’Leary and J. R. 
Rogin, Arch. Derm. and Syphilology, 1932, 
XXVI. 


A clinical study of 500 cases of neurosyphilis 
examined in the section on dermatology and syph- 
ilology of the Mayo Clinic during 1928 and 1929, 
was undertaken in an attempt to determine the 
part that modern treatment of syphilis plays in 
the production of neuro-syphilis. 


That arsphenamine predisposes to, or induces, 
the development of neuro-syphilis is not borne out 
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by this study. The treatment is of pronounced 
value in reducing to a minimum the clinical, sero- 
logic, and spinal fluid manifestations of neuro- 
syphilis. 





Urologic Aspects of Sexual Impotence. Abr. L. 
Welbarst, Jour. Urology, Jan., 1933, page 77. 


The author in summary states, 1. In a study of 
300 cases of male impotence 44% gave a history 
of previous gonorrhea, 56% gave no such history. 
2.51% admitted long continued “withdrawal,” 
excessively frequent coitus, frequent masturba- 
tion and ungratified sex desire. 3. Gonorrhea 
and abnormal sex living constitute the most fre- 
quent cause of impotence. 4. Urethroscopically, 
pathology was observed in 89% of cases with 
gonorrheal history and 77% of non-gonorrheal 
cases with a history of abnormal sex living. 5. 
Seminal vesiculitis is the invariable common fac- 
tor observed in all cases regardless of previous 
history. 6. Pathology in the posterior urethra is 
not the cause of the impotence but reflects the 
primary pathologic condition existing in the 
vesicles. 7. Treatment must be accorded all pos- 
sible etiologic factors, but especially the vesicul- 
itis and the urethral pathology. 8&. Vasotomy is 
probably the most effective single therapeutic 
measure for the vesiculitis and the impotence. %. 
Prognosis is good generally if all etiologic fac- 
tors are accorded appropriate treatment. Com- 
plete cure was attained in 77% of his series. 





Acquired Reno-Colic Fistula—Report of Case. R. 
W. Barnes, Journal Urology, January, 1933, 
page I111. 


The author reports a case of reno-colic fistula 
resulting from a neglected calculous pyonephrosis 
rupturing into the ascending colon. Diagnosis 
was made by showing the escape of pyelographic 
fluid into the cecum. Nephrectomy and closure 
of opening into cecum was successfully accomp- 
lished. This case emphasizes the importance of 
earlier urological study in cases with continued 
pyuria. 


Bismuth in Neurosyphilis. H. G. Mehrtens, and 
P. S. Pouppirt, California and Western Medi- 
cine, Vol. XXXVIII, No. 2, page 78. 


In conclusions the authors state that bismuth 
has an important place in the treatment of neuro- 
syphilis, and in the anionic form penetrates into 
the central nervous system. Their clinical ex- 
perience with iodobismitol containing Bi as an 
anion indicates that its therapeutic effectiveness 
parallels its ability to penetrate into the men- 
inges. The possibility suggests itself that the 
clinical usefulness of any bismuth preparation in 
the treatment of neurosyphilis is dependent upon 
its ability to assume electronegative form. 


—0O 
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Diseases of the Heart. Described for Practi- 
tioners and Students. By Sir Thomas Lewis, 
C.B.E., F.R.S., M.D., D. Se, LL. D., F.R.CP, 
Hon. D. Se. (Michigan), Physician in Charge of 
Department of Clinical Research, University Col- 
lege, London; Physician of the Staff of the Medi- 
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cal Research Council; Physician in Chief (pro 
Tem) Peter Bent Brigham Hospital, Boston; 
Honorary Fellow New York Academy of Medi- 
cine; Corresponding Member Association Ameri- 
can Physicians, and Interstate Post-Graduate 
Medical Association. Illustrated, Cloth 297 pages, 
1933, Price $3.50. The MacMillan Company, New 
York. 

The author undertakes in this volume to place 
at the disposal of students and medical practi- 
tioners the outline of his clinica] teaching on dis- 
eases of the heart, as this has developed in his 
talks to his own hospital students. After teach- 
ing more than twenty years he seeks to place 
upon its proper basis that which he had himself 
seen and proven to be true. Simplicity has been 
his aim, therefore much voluminous material has 
been excluded, as is found in more extensive 
works on diseases of the heart. However, he has 
left the vital and necessary essentials, and has 
written them in such form as to make them easily 
readable and entertaining. Naturally during the 
years of his work he has seen it greatly bolstered 
by the discovery and use of X-ray and the elec- 
trocardiogram, without which, many cases are not 
interpretable and the clinician finds himself more 
or less at sea. 


Clinical Diagnosis. Physical and Differential. 
By Neuton S. Stern, A.B., M.D., (Harvard), As- 
sociate Professor of Medicine, University of 
Tennessee School of Medicine, Memphis. Cloth 
364 pages, price $3.50. The MacMillan Company, 
1933, New York. 

This book, the author states, is the outgrowth 
of eleven years’ teaching of medicine, and gives 
the methods the author uses with his own stu- 
dents. It has been written because there was 
nothing else available that filled the needs of the 
students as they were learning how to make a 
diagnosis. 

Clinical diagnosis has been taught in three 
divisions: 

(a) Didatic “text-book” teaching of the tech- 
nique of history taking and physical examination. 


(b) Practical history taking and physical ex 
amination, the patients being from the out-pa 
tient department. 


(c) Differential diagnosis. 


Much attention is given to the findings associ 
ated with tuberculosis and heart diseases, the 
courses in differential diagnosis being modeled 
after that once used by Dr. Richard C. Cabot. 


The Medical Secretary. By Minnie Genevieve 
Morse, Member Board of Registration, Associ- 
ation of Record Librarians of North America, 
Author of “Case Records in Small Hospitals.” 
Cloth 162 pages. The MacMillan Company, New 
York, 1933. Price $1.50. 


This little volume is the outgrowth of ten 
years as medical secretary and nine as a member 
of the Executive Staff of a General Hospital, 
three of the latter have included the training of 
young women for hospital record room work. This 
should be a very helpful aid to those keeping 
hospital records. 





Classification and Diagnosis of Heart Disease, 
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Criteria For. By the Criteria Committee of the 
Heart Committee of the New York Tuberculosis 
and Health Association, Inc., Drs. Joseph H. 
Bainton, Arthur C. DeGraff, Robert Levy and 
Harold Pardee. Approved by the American 
Heart Association. Cloth, illustrated, 129 pages, 
1933, 3rd Edition. Published by the New York 
Tuberculosis and Health Association. 


The object of this work is to uniformize no- 
menclature, bring together uniform criteria upon 
which diagnosis and discussion is based. We need 
a similar attempt at uniformity and adoption of 
uniform terms to fit the findings in many other 
medical matters. As it is, in many medical mat- 
ters the reader is constantly confronted and con- 
fused by the fact that one writer uses one set of 
names or descriptions, while another semething 
entirely different for the consideration of identical 
subjects. Probably ten to twenty-five per cent 
of the mass of our written material could be en- 
tirely deleted without harm to the subject matter, 
if our writers could get together upon a basis of 
uniformity. In this connection it is only neces- 
sary to mention diseases of the thyroid and kid- 
neys as examples of the many different terms or 
sets of terms used to describe the findings, ‘n 
order to see the point. 


Sixth International Congress of Military Medi- 
cine and Pharmacy, and Meetings of the Perm- 
anent Committee. The Hague, Netherlands, June, 
1931. Report of Commander William Seaman 
Bainbridge, M.C.—F., U.S.N.R., and the Delega- 
tion from the United States. This volume, issued 
by the United States Printing Office, Washington, 
1933, may be obtained for $1.00 It contains much 
matter of special interest to the Medical Reserve 
Corps of the Army, Navy and to similar mem- 
bers of the United States Public Health Service. 
Naturally it stresses preparation, a work which 
the writer and the Journal believes should never 
be allowed to become dormant, on the contrary it 
should be the constant aim of every medical man, 
who is likely to be of military age in any possible 
future military or naval operation, to prepare 
himself in advance should he be called to duty in 
time of national emergencies demanding medical 
services. It should not be forgotten that the Army 
and Navy, and allied branches will need more 
than just good physicians and surgeons. Treat- 
ing the sick and injured, we know more or less 
about, but the exigencies of a whole Nation sud- 
denly called, often against its will, but called 
nevertheless, to take charge of the many phases 
to be met, calls for men trained in much technical 
matter outside of the domain of medicine and 
surgery, strictly speaking. That necessity and 
demand makes such works as these congresses 
worthwhile. They keep alive the necessities which 
must be met, so, all such men should read every- 
thing pertaining to such problems. Practically 
every country except Russia was represented at 
the Congress by its best Military and Naval 
authorities. 
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“MYXEDEMA HEART” WITHOUT EVIDENCE 
OF CARDIAC INSUFFICIENCY 





In two cases of “myxedema heart,” observed by 
David Ayman, Boston; Harold Rosenblum, San 
Francisco, and Mark Falcon-Lesses, Boston 
(Journal A. M. A., May 14, 1932), both patients 
had clinical, roentgenographic and electrocardio- 
graphic manifestations which were characteristic 


of the condition as described by previous workers 
and which became normal after adequate treat- 
ment with thyroid. Enlargement of the heart and 
its return to normal with adequate thyroid treat- 
ment is stressed as the one diagnostic feature of 
“myxedema heart,” since the other abnormalities 
are usually found in all cases of myxedema. Fac- 
tors other than thyroid medication may decrease 
the size of the heart during treatment for myx- 
edema. Little, if any, evidence of heart failure 
was found in either of the cases reported, and 
hence it is believed that cardiac insufficiency, al- 
though sometimes found, is not characteristic of 
“myxedema heart.” The suggesion is made that 
“myxedema heart” may be more common than is 
usually supposed, and therefore the need of se- 
curing serial teleroentgenograms of the heart and 
electrocardiograms before and during the treat- 
ment of every patient with myxedema is indis- 
pensable to exclude the possibility of the presence 
of “myxedema heart.” 
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ISOLATION OF BRUCELLA ABORTUS FROM 
TONSILS 





Charles M. Carpenter and Ruth A. Boak, Ro- 
chester, N. Y. (Journal A. M. A., July 23, 1932), 
isolated Brucella abortus from eight of fifty-six 
pairs of tonsils. They do not desire at this time 
to convey the impression that Brucella abortus is 
a cause of tonsillitis or of hypertrophied tonsils. 
Nevertheless, in experimental and domesticated 
animals the infection localizes in lymph and lym- 
phoid tissue, frequently producing a focal or 
general lymphadenitis, as well as a splenitis. At 
the onset of many cases of undulant fever there 
is a reddening and injection of the fauces, phar- 
ynx, tonsils and peritonsillar tissue, not unlike 
that seen in an acute infection of the upper res- 
piratory tract. Cervical adenitis is not uncom- 
mon. That these pathologic changes are specific 
of Brucella abortus infection is not known. The 
organism may invade the tonsil and multiply or 
accumulate there until the resistance of the host 
is decreased from fatigue or from disease, permit- 
ting its invasion of the blood stream. The most 
important deduction is that the presence of the 
organisms in the tonsils must be the result of 
ingesting dairy products containing Brucella abor- 
tus. The incidence of positive results undoubted- 
ly depends on the virulence and the numbers of 
Brucella abortus in the raw milk supply. 


» 


AMEBIC GRANULOMAS OF LARGE BOWEL: 
CLINICAL RESEMBLANCE TO CAR- 
CINOMA 

Herbert Gunn and Nelson J. Howard, San 
Francisco (Journal A. M. A., July 18, 1931), re- 
port three cases of amebic granuloma of the large 
bowel. They assert that the pathologic process 
consists in persistence of an isolated chronic ulcer 
with progressive eros'n of the wall of the bowel. 
In response to the amebic ulceration and sec- 
ondary infection, large amounts of edematous 
fibrous granulation tissue appear. This process 
affects the entire bowel wall and the neighboring 
mesocolic fat. As a consequence, tumor masses 
are formed. These granulomas may be easily 
mistaken for carcinoma, for they give symp- 
toms, physical signs and radiologic appearances 
that may be identical with those produced by 
carcinoma. Endameba histolytica is world-wide 
in its distribution, and infections with it do not 
necessarly produce diarrhea or dysentery. 
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CURRENT CRITICISMS OF PSYCHIATRY 





Sanger Brown II, Albany, N. Y. (Journal A. M. 
A., August 27, 1932), divides current criticisms 
of psychiatry into two classes. In the one are 
activities which, although more or less identifieci 
with the mental hygiene movement, are not con- 
trolled by psychiatrists or exclusively of psychia- 
tric nature. In this class belong intelligence 
tests, behaviorism and, to some extent, psycho- 
analysis. In the other class are activities of 
strictly psychiatric origin, and psychiatrists are 
responsible for them. These include such activi- 
ties as child guidance, public education in mental 
hygiene, the psychiatric social worker and expert 
court testimony by psychiatrists. Mental hyg-ene 
has attracted much attention to iself in recent 
years because of the increasing interest of many 
persons in the functioning of the mind. A dis- 
cussion of mental mechanisms, an interest in self 
analysis or in analyzing other persons, in investi- 
gating the working of the mind and in evaluating 
emotions has taken place in the daily press, in 
public addresses and elsewhere. Biologists, psy- 
chologists, historians and educators, as well as 
journalists, novelists and public speakers, have 
expressed themselves on the subject of mental 
functions. It would be misleading to think that 
psychiatrists and mental hygienists were the sole 
originators of this movement, as some critics 
seem to believe. Psychiatry has been known to 
a mere handful of people until quite recently. The 
present age has brought with it complications in 
society which have resulted in conflicts affecting 
both classes and individuals. Where these con- 
flicts seem to be of mental origin, they should 
be investigated and studied just as the causes >f 
physical disease are studied. This point of view 
has doubtless increased the public’s interest in 
mental hygiene. In taking up this question of 
mental health, psychiatry is merely paralleling 
what general medicine has done in public health. 
If this movement does not have the guidance of 
responsible leaders, the fieid will be left open to 
faddists and fanatics who foist their theories 
on the public the same as quacks have succeeded 
in doing at times in the treatment of physical 
diseases. If universal harmony existed in the 
world today, a mental health program would 
be superfluous. But more than a fair share of 
the ills of the world arise from circumstances that 
might be avoided through fuller understanding 
by man of his own psychology and mental out- 
look. Society suffers from mental as well as from 
physical ills. Some day it may be possible to 
recognize these unhealthy mental trends more 
clearly than now. In the meantime, concrete evi 
dence of lack of satisfactory mental poise on the 
part of a considerable percentage of the popu- 
lation is seen not only in frank mental disease 
but also in the neuroses, the psychoneuroses, 
emotional instability, delinquency, crime, problems 
in children, maladjustments between married 
persons, and other evidences of lack of sound 
mental health in various forms. With these con- 
ditions so prevalent, the need of education in the 
field of mental health should be evident. In fact, 
the advantages of teaching mental health as a 
part of all education may be appreciated in the 
future. Members of the medical profession and 
others interested in social welfare will render an 
important service if they not only refrain from 
ill considered criticism of the mental hygiene 
movement but lend their support to recognized 
mental agencies. 


NONTUBERCULOUS ARTHRITIS 





M. J. Shapiro, Minneapolis (Journal A. M. A.., 
June 4, 1932), calls attention to the fact that in 
regard to the classification of chronic arthritis 
proposed by the American Committee for the 
Control of Rheumatism, investigators are finding 
that they are unable to describe adequately cer- 
tain joints in a way sufficiently clear to exclude 
mistakes. The classification gives one phase of 
the disease. It is too fixed and does not permit 
the free incorporation of new information. The 
author enlarges on the classification proposed by 
the committee, making it less archaic, more de- 
scriptive and at the same time more cumbersome. 
The classification of chronic arthritis that he pro- 
poses is not based on any one particular phase 
but tries to consider the phases of the subject 
that seem important: the clinical, etiologic, patho- 
logic, anatomic and roentgenologic aspects. It is 
hoped that the use of this type of classification 
will give a complete unmistakable picture of any 
type of arthritis. It allows for addition or sub- 
traction as experience warrants, without destroy- 
ing the general structure. It is true that the re- 
sulting terminology is cumbersome, but until one 
is able to formulate a classification based on 
known etiology, lengthy descriptive terms seem 
necessary. 








o——__—_ 


MORTALITY FROM ABSCESS OF BRAIN 





On the basis of his observations in fifty-one 
verified cases of abscess of the brain, Francis C. 
Grant, Philadelphia (Journal A. M. A., Aug. 13, 
1932), makes an attempt to determine the influ- 
ence on the mortality from this condition of the 
following factors: difficulty in diagnosis and 
localization, time of treatment and method of 
treatment. His conclusions are as follows: 1. Brain 
abscess is not more difficult to diagnose and 
localize than any other intracranial lesion, pro- 
vided sufficient care is taken in the study of the 
case. 2. A brain abscess should not be drained 
until it seems certain that encapsulation has oc- 
curred, preferably in the sixth week after the on- 
set of symptoms. 3. Drainage by a small rub- 
ber tube has given satisfactory results. No mat- 
ter what method is used, unnecessary trauma to 
surrounding tissue is to be scrupulously avoided. 


——---- -—0 


POSTOPERATIVE PULMONARY COMPLICA- 
TIONS: STUDY OF THEIR RELATIVE IN- 
CIDENCE FOLLOWING INHALATION 
ANESTHESIA AND SPINAL AN- 
ESTHESIA 





A. Lincoln Brown and Martin Warren Deben- 
ham, San Francisco (Journal A. M. A., July, 
1932), present statistics showing the relative in- 
cidence of postoperative pulmonary complicaions 
following inhalation anesthesia and subarachnoid 
anesthesia. In their series of 812 cases, postop- 
erative pulmonary complications were 4.29 times 
more frequent after subarachnoid anesthesia than 
after inhalation anesthesia in spite of the fact 
that more “bad risk” patients were operated on 
under inhalation anesthesia. The adverse ratio 
for subarachnoid anesthesia was found regardless 
of the reion of the body operated on or the type 
eof operation performed. The more closely the 
operative procedure approached the diaphragm, 
the greater was the incidence of postoperative 
pulmonary complications. 
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COUNTY 


Adair 
Alfalfa 
Atoka-Coal 
Beckham 
Blaine 
Bryan 
Caddo 
Canadian 
Carter 
Cherokee 
Choctaw 
Cleveland 


Coal (See Atoka) 


Comanche 
Craig 
Creek 
Custer 
Garfield 
Garvin 
Grady 
Grant 
Greer 
Harmon 
Haskell 
Hughes 
Jackson 
Jefferson 
Kay 
Kingfisher 
Kiowa 
Latimer 
LeFlore 
Lincoln 
Logan 
Marshall 
Mayes 
McClain 
McCurtain 
McIntosh 
Murray 
Muskogee 
Noble 
Nowata 
Okfuskee 
Oklahoma 
Okmulgee 
Osage 
Ottawa 
Pawnee 
Payne 
Pittsburg 
Pontotoc 
Pottawatomie 
Pushmataha 
Rogers 
Seminole 
Stephens 
Texas 
Tillman 
Tulsa 
Wagoner 
Washington 
Washita 
Woods 
Woodward 


PRESIDENT 


Huston, Cherokee 
Fulton, Atoka 
. Tisdal, Elk City 
Hill, Watonga 
. Houser, Durant 
Williams, Anadarko 
Stough, Sr., Geary 
Johnson, Ardmore 
Swartz Baines, Tahlequah 
H. L. Boyer, Ft. Towson 
Carl T. Steen, Norman 


T. R. Lutner, Lawton 


K. TD. Gossom, Custer 

J. R. Swank, Enid 

Ray H. Lindsey, Pauls Valley 
J F. Renegar, Tuttle 


W. 0. Dodson, Willow 
James E. Jones, Hollis 


W. L. Taylor, Holdenville 


D. B. Collins, Waurika 
Merle C. Clift, Blackwell 


Evins, Wilburton 
. Booth, LeFlore 
Brown, Sparks 
2. Souter, Guthrie 
Robinson, Madill 
. White, Adair 
Kolb, Blanchard 


. Anadown, Sulphur 
. Rice, Muskogee 
Francis, Perry 


|. M. Cochran, Okemah 
LeRoy Long, Oklahoma City 
I. W. Bollinger, Henryetta 
C. H. Guild, Shidler 

W. B. Smith, Miami 


.D. J. Herrington, Cushing 


W. C. Wait, McAlester 
Cc. F. Needham, Ada 
Clinton Gallaher, Shawnee 
D. W. Connally, Nashoba 
J. C. Bushyhead, Claremore 
. S Martin, Wewoka 
. Talley, Marlow 
J, Risen, Hooker 


. H. Haralson, Tulsa 
Etter, Bartlesville 


D. B. Ensor, Hopeton 


OFFICERS OF COUNTY SOCIETIES, 1933 


SECRETARY 


T. Lancaster, Cherokee 
.. C. Gardner, Atoka 
F. Jones, Erick 
’. F. Griffin, Watonga 
T. Wharton, Durant 
H. Anderson, Anadarko 
F. Stough Jr., Geary 
Cc, Sullivan, Ardmore 
A. Baird, Tahlequah 
J. Shull, Hugo 
. G. Willard, Norman 


Brent Mitchell, Lawton 
". R. Marks, Vinita 
W. Starr, Drumright 
E. Darnell, Ponca City 
R. Walker, Enid 
Callaway, Pauls Valley 
Woods, Chickasha 


Hollis, Mangum 
Lynch, Hollis 
. Terrell, Stigler 
Diggs, Wetumka 
. Mabry, Altus 
. Browning, Waurika 
H. Becker, Blackwell 


. L. Henry, Wilburton 
. M. Duff, Braden 
W. Robertson, Chandler 
L. LeHew, Guthrie 
. H. Veazy, Madill 
. J. Whitaker, Pryor 
J. M. Bonham, Hobart 


Wm. A. Tolleson, Eufaula 
Howson C. Bailey, Sulphur 
Shade D. Neely, Muskogee 
A. M. Evans, Perry 


C. M. Bloss, Okemah 

Bert F. Keltz, Oklahoma City 
M. B, Glismann, Okmulgee 

M. E. Rust, Pawhuska 

J. W. Craig, Miami 


Emmett O. Martin, Cushing 
L. C. Kuyrkendall, McAlester 
Hervey A. Foerster, Ada 

H. G. Campbell, Shawnee 

E. S. Patterson, Antlers 

Ww. A. Howard, Chelsea 

A. N. Deaton, Wewoka 

D. Long, Duncan 

R. B. Hayes, Guymon 


Carl F. Simpson, Tulsa 
J. V. Athey, Bartlesville 


O. E. Templin, Alva 
Cc. E. Williams, Woodward 


NOTE—Corrections and additions to the above list will be cheerfully accepted 
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